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In this unique book, the author gives you the essence 
of over 30 years’ experience in dealing with the sur- 
gical disorders of childhood. These hints and helps 


A New Book! The Surgeon & The Child by Willis J. Potts, M.D. 


on diagnosis and on management are the sort that 
rarely find their way into print. Any physician who 
sees children can profit from the advice contained here. 


See SAUNDERS Advertisement on next 2 pages 
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A rare book that entertains as it 
instructs... some excerpts from the text: 


“If this infant could speak, it would beg imploringly of the sur- 
geon. ‘Please exercise the greatest gentleness with my miniature 
tissues and try to correct the deformity, at the first operation. 
Give me blood and the proper amount of fluid and electrolytes; add 
plenty of oxygen to the anesthesia, and I will show you that I can 
tolerate a terrific amount of surgery. You will be surprised at 
the speed of my recovery, and I shall always be grateful to you.’ ” 


“In fact, squatting, rather than sitting or lying down, to relieve 
dyspnea is so characteristic that it has been accepted as an impor- 
tant sign. If there has been no history of squatting, suspicion arises 
as to whether the disease actually is tetralogy of Fallot.” 


“For all routine operations in children we use open-mask ether. 
Ether has an odor repulsive to children; it is slow acting, is slowly 
eliminated, produces postoperative nausea, is old-fashioned. But 
it also has a characteristic which far outweighs all these objections; 
it has a wide margin of safety.” 


“It may be assumed that the feeding tube acting as a support for the 
duodenum prevented angulation and recurrent mechanical obstruc- 
tion. The residents jocularly referred to the tube as ‘Potts’ infallible 
feeder.” It worked. During the period of vomiting and repeated 
operations this baby dropped in weight from 8 to 5 pounds and just 
before forced feedings were begun looked like a picked chicken.” 


“Some children are impossible, scream madly the moment the dress- 
ing is touched, and fight like demons during the entire procedure. 
In such instances there is nothing to do but have a few people 
hold the child while the stitches are being removed. Occasionally, 
when a sudden jerk during removal of sutures from a skin graft, 
for example, might dislodge the graft, it will be necessary to 
quiet the child with general anesthesia.” 


“We are inclined to believe from our meagre experience that the 
colon serves best for the construction of an esophagus. Placement 
of the colon beneath the skin in front of the sternum is unjustifi- 
able because of unsightly appearance. Who wants visible peristal- 
sis and bowel rumblings right beneath his shirt?” 


on the surgical problems of childre 


THE SURGEON 


Fascinating reading and sound advice 


AND THE CHILD 


A unique and provocative 
new Saunders Book by... 
WILLIS J. POTTS. M.D. 


Here is remarkably perceptive advice on providing ade- 
quate care at the proper time for the deformed or surgical- 
ly ill child. This is not a standard textbook of pediatric 
surgery with extensive details of technique. It is rather one 
of supplementary hints, helps, and suggestions that may 
mean the difference between success or failure in diagnosis 
and treatment. 


Dr. Potts tells how to approach the child, how to gain his 
confidence, how to examine him thoroughly yet painlessly, 
what to look for and listen for in the way of facial expres- 
sion, color, tone of voice, contentment, etc. These are 
gleanings accumulated from vast personal experience 
through trial and error. The author’s 30 years of experi- 
ence in managing children is distilled to its essence in 
some 250-odd pages. 


In addition to commonsense advice on management, you'll 
find careful description of the more formalized approaches 
to diagnosis, differential diagnosis and treatment of the 
surgical disorders of childhood. Here are some of the 
many disorders and anomalies discussed: congenital atresia 
of the esophagus—respiratory problems of the newborn— 
interatrial septal defects—tetralogy of Fallot—umbilical 
hernia—pyloric stenosis—intussusception—malrotation of 
the bowel—undescended testicle. 


The author pays particular attention to the important 
aspects of pre- and postoperative care. Clear line drawings 
demonstrate principles involved in the correction of the 
disorders considered. The essential relationship of doctor 
to child shines through every discussion—the patient is 
pictured not as a case but as a sick and unhappy child 
who needs comfort and reassurance as well as medicine 
and surgery. 


Case histories are used wherever they can be enlightening. 
When pitfalls are pointed out, Dr. Potts does not hesitate 
to mention how he himself may have stumbled into them. 
He tells also of improvised equipment he has found use- 
ful. He discusses and offers solutions to the difficulties 
of handling parents under various situations. 


Any physician who sees children can profit from this 
new book. 
By WILLIS J. POTTS, M.D., Surgeon in Chief, Children’s Memorial Hospital; Pro- 


fessor of Pediatric Surgery, Northwestern University Medical School, Chicago. 255 
pages, 6” x 954”, illustrated. About $8.00. New-—Just Ready! 


THE JOURNAL of the American Medical Association is published weekly by the American Medical Association, Subscription, $15.00 a year, 45e a copy, Canadian $17.00, Foreign $21.50, 
Second-Class postage paid in Dayton, Ohio 


Address all communications to American Medical Association, 535 N. Dearborn St., Chicago 10, IMinois 
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A new atlas to explain disease processes to patients 


Dowling & Jones’ That the PATIENT May KNOW 


An unusual and colorful book to save you time, effort and 
explanation. When the patient indicates by word or look 
that he doesn’t understand what you have told him—then 
show him—with the graphic pictures and diagrams in this 
new atlas. Its sole function is to help the physician explain 
disease processes more easily to the patient. 


Illustrations vary in their subject matter. Some show how 
a lesion looks or how a disease occurs. Others show ana- 
tomical relationships or what the doctor hopes to accom- 
plish with a particular regimen. All of them make it easier 
for the patient to understand and act on your instructions. 
The book is not intended to be used by the patient alone, 
but always in conjunction with your explanation. 


Valuable aid in avoiding “trouble” in obstetrical delivery 


Here are the kind of pictures and diagrams you'll find: 
Diabetic and weight reduction diets—How to administer 
insulin—X-ray of normal chest—Heart chamber and valves 
—Rh_ factor—Peptic ulcer—Hemorrhoids—Process of 
childbirth—Mechanism of migraine—Self-examination of 
the breast—plus many more. 


The authors have logically arranged the order according to 
organ systems. A unique index tells you how the various 
pictures may be used for explanation in differing situa- 
tions. 


In your explanations to patients, add the extra authority 
of the printed page and shorten explanation time with this 
practical new atlas. 


By HARRY F. DOWLING, M.D., Sec.D., Professor of Medicine, University of Mlinois; 
and TOM JONES, B.F.A., Professor of Medical Hlustration Emeritus, University of 
Illinois. 139 pages, 8” x 1034”, with nearly 100 illustrations on 34 plates—most in color. 
$7.50. New! 


Steer—Moloy’s EVALUATION of the PELVIS 


New (2nd) Edition—A valuable monograph alerting you 
to pelvic abnormalities and helping you anticipate difficult 
deliveries. It shows how to estimate extent of pelvie dis- 
proportion; how to avoid “trial labors” and caesarean sec- 
tions not definitely indicated. With this book’s help you 
can be better prepared to choose the proper method of 
delivery in each individual case. 


Dr. Steer carefully describes the variations in the female 
pelvis which are of obstetrical significance. He then cor- 
relates these with their effect on labor—and indicates how 
the various abnormalities may be recognized by clinical 


Helps you recognize pathologic conditions in an x-ray 


and roentgenologic examination. Specific directions are 
given for determining the safest way of managing arrested 
progress. 


The information on description and recognition of the 4 
fundamental types of pelves; and on how to measure the 
space available in the pelvis is unusually valuable. An 
entirely new section on the various aspects of x-ray pel- 
vimetry is not only of great interest to the obstetrician 
but to the roentgenologist as well. 


By CHARLES M. STEER, M.D., Med. Se.D., F.AC.S., F.A.C.0.G., Associate Pro- 
fessor of Clinical Obstetrics and Gynecology, College of Physicians and Surgeons, 
Columbia University. 131 pages, 5” x 844", illustrated. $4.00. New (2nd) Edition! 


Meschan’s NORMAL Radiographic ANATOMY 


New (2nd) Edition—Any physician who ever has occasion 
to look at an x-ray film will find this book useful. Cover- 
age ranges through every body area or organ where diag- 
nostic information can be gleaned by radiography. Dr. 
Meschan shows you a normal radiogram of a particular 
area along with a simple tracing clearly labeled as to 
anatomical features and other pertinent aspects. A third 
drawing shows the exact position of the patient and cone 
_ for obtaining the proper view. There are 1182 illustrations 
in all. 


Concise text guides you on the mechanics of obtaining a 
successful film; describes gross and microscopic anatomy 


W. B. SAUNDERS COMPANY Wes: Washington Square, Phila. 5, Pa. 
(] Easy Pay Plan ($5 per month) 


Please send and charge my account: 


0) Potts’? SURGEON & CHILD............................ About $8.00 
(] Steer—Moloy’s EVALUATION OF PELVIS.......... $4.00 


of the region; explains changes inherent in growth and 
development and important variations of the normal; 
alerts you to confusing appearances frequently encountered. 


This new edition is packed with improvements. Scores of 
illustrations have been replaced by others of increased 
clarity. A new chapter on Radiation Protection has been 
added. The chapter on Bone Growth has been completely 
rewritten. Greater emphasis has been placed on arteriog- 
raphy and venography of the brain as well as on cervical 
myelography. Special studies on the heart have been added. 


By ISADORE MESCHAN, M.D., Professor and Director of the Department of Radi- 
ology, Bowman Gray School of Medicine. With the assistance of R. FARRER- 
MESCHAN, M.B., B.S., M.D. 759 pages, 654” x 10”, with 1182 illustrations on 411 
figures. $16.00. 


New (2nd) Edition! 


0 Dowling & Jones’ THAT PATIENT MAY KNOW....87.50 
Meschan—RADIOGRAPHIC ANATOMY ........... .. $16.00 


a 
3 
| 
: 
4 
ay 
4 
+ 
. 
: 
~ 
ae 
a 
‘ 


Soon-to-be-Released! 
Approx. 310 pages, 6%" x 9%", 
99 illustrations. About $14.00. 


Edited by WILLIAM B. CLARK, 
M.D., F.A.C.S., Diplomate, Ameri- 
can Board of Gulialnaberr: Pro- 
fessor of Clinical Ophthalmology, 
Tulane University School of Medi. 
cine, New Orleans, La.; Associate 
Editor, Joe M. Carmichael, M.S.].; 
With the Contributions of Eight 
Outstanding Ophthalmologists. 


New 1958! 

843 pages, 6%" x 9%", 15 
colored plates, 350 marginal illu- 
strations. Price, $27.50 


By SIR STEWART DUKE-ELD- 
ER, G.C.V.O., M.A., LL.D., Ph.D., 
D.sc., M.D., D.M., F.R.CS., 
F.R.C.S.E., F.A.C.S., F.R.A.C.S. 


Soon-to-be-Released! 
288 pages, 4%" x 7%", 189 
illustrations. Price, $6.75. 


By WILLIAM H. HAVENER, 
B.A., M.D., M.S. (Ophthalmology), 
Associate Professor and Actin 
Chairman, Department of Ophthal: 
mology, Ohio State University. 


Purchase Any of Three Ways: 


At Your Favorite Bookstore; 
From Your Personal Representative; 
Or Order on 10 Day Approval From 


Ophthalmologists: 
Take a Second Look 
At Your Practice 


Examine these new Mosby books which 
evaluate the latest concepts and 
management of glaucoma and give you 
background knowledge for more 
prudent clinical decisions 


Clark SYMPOSIUM ON GLAUCOMA 


Here is your opportunity to “sit in” on the formal presentations and the 
spirited debate of round table discussions as eight outstanding researchers, 
teachers and active practitioners of cphihchnslagy bring their experiences 
and theories to focus on the everyday problems which glaucoma presents 
to you, the practicing ophthalmologist. 


Yes, through the pages of this new book, SYMPOSIUM ON GLAUCOMA, 
you can attend the Sixth Annual Session of the New Orleans Academy of 
Ophthalmology. The presentations completely cover the subject of glau- 
coma and give you useful facts and pertinent knowledge of its histology, 
pathology, anatomy, biochemistry, diagnosis and treatment. You'll hear 
these outstanding panelists discuss informally, extensively and often 
spiritedly questions from the audience and from fellow members of the 
panel, Youll listen attentively as they reveal their opinions of the latest 
concepts of the disease of glaucoma and the most modern techniques of its 
medical and surgical management. 


Duke-Elder THE EYE IN EVOLUTION 


An outstanding and comprehensive contribution to the understanding of 
the action of light on living organisms and the evolutionary development 
and function of vision, THE EYE IN EVOLUTION is the first volume in 
a new 15 volume series “System of Ophthalmology” by Sir Stewart Duke- 
Elder and his associates in the Institute of Ophthalolo y of the University 
of London. This new 843 page volume, of which all but 20 pages have 
never been gathered together tor publication before, can give you a fuller 
understanding of the science of vision and a new insight into many of the 
clinical oer De you face in your practice. Beautifully illustrated, de- 
tailed and authoritative, and written in Sir Stewart’s brilliant, yet easily 
understood style, this new volume is truly essential reading for every 
ophthalmologist. 


Havener SYNOPSIS OF OPHTHALMOLOGY 


This new, abundantly illustrated synopsis can provide non-ophthalmolo- 
gists, students and other workers in the field of eye care with a clearer 
understanding of common and serious eye problems in sufficient detail to 
permit diagnosis, therapy and recognition of referral eye disease. Emphasis 
is placed upon those diseases which are important because of their serious 
nature or common occurrence. Diagnostic techniques for early detection of 
glaucoma and identification of the cause of red eye are stressed. Current 
uses of antibiotics and steroids are given. 


The C. V. Mosby Company 
3207 Washington Boulevard «¢ St. Louis 3, Missouri 
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The Preparation of Medical Literature am 


By Louise Montgomery Cross, M.A. 
With a Chapter on Charts and Graphs by Shirley Baty, Medical Illustrator 


Here, in one convenient source, are all the practical technics employed 
in preparing, editing and proofreading medical literature for publica- 
tion. Drawing on 25 years’ experience as a medical writer, the author 
discusses technics which are representative of generally accepted proce- 
dures rather than preferences of individuals or specific groups. The 
book is organized in the order in which such work is usually done. Its 
seven sections cover: Planning the Paper or Book; Gathering Material 
for a Paper or Book; Writing the Journal Paper or Book; Style; Styl- 


ing; Illustrations; and Editing. 
About 441 Text Pages 51 Illustrations NEW, 1959 $12.00 


MOLECULES AND MENTAL HEALTH 


Edited by Frederic A. Gibbs, Ph.D. 


Published for the Brain Research Foundation J. B. LIPPINCOTT 


COMPANY 


East Washington Square, 
Philadelphia 5, Penna. 


The outgrowth of conferences held by the Brain Research Founda- 
tion during which prominent experts discussed the important po- 
tential applications of the latest information on the chemistry of 
the brain, MOLECULES AND MENTAL HEALTH opens new 
pathways to the understanding of the etiology and treatment of 
mental illness. The book’s two major sections focus attention on: CO THE PREPARATION OF MEDI- 
Amines in Relation to Brain Function—and—ACTH Treatment CAL LITERATURE ........... $12.00 


of Hypsarhythmia. O MOLECULES AND MENTAL 
189 Pages Illustrated NEW, 1959 $4.75 
PRINCIPLES OF RESEARCH IN BIOLOGY 

AND MEDICINE 


By Dwight J. Ingle, Ph.D. 


Please enter my order and send me: 


PRINCIPLES OF RESEARCH IN 
BIOLOGY AND MEDICINE $4.75 


ANATOMY OF THE HUMAN 
$13.50 


A stimulating book for those preparing for or beginning research 


in medicine and the biological sciences. Frequent reference is — 


made to statistical concepts, and to the difficulties and pitfalls to be 
recognized in the laboratory. Although basically elementary in 
character, this book contains discussions of difficult and contro- 
versial concepts which will challenge the imagination of the reader. 


123 Pages 1958 $4.75 


ANATOMY OF THE HUMAN BODY 


By R. D. Lockhart, M.D., Ch.M., F.R.S.E.; G. F. Hamilton, M.B., 
Ch.B.; and F. W. Fyfe, M.B., Ch.B. 


Omitting the obvious and avoiding repetition, this new text teaches 
anatomy with half the usual number of words. Much of the text 
appears in the careful labeling of the many illustrations. Clinical 
aspects are stressed in context—not segregated to the ends of sec- 
tions. This is a book designed to ease the student’s burden and 


quicken his interest in the subject. 
697 Pages 965 Illustrations, 600 in Color NEW, 1959 $13.50 


ADDRESS 


CITY _ 


ZONE _ 


STA TE 


[] Charge [) Payment Enclosed 


(_] Convenient Monthly Payments 


PHILADELPHIA 
JAMA.7.25-59 
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not an antibiotic 
not a sulfonamide 
not a nitrofuran 


Ibu ron Unaetnal (oream 


WIDE-SPECTRUM MICROBICIDE + ANTITRICHOMONAL + ANTIBACTERIAL + ANTIMONILIAL 
provides potent, wide-spectrum microbicidal action in vaginal infections, 


including trichomoniasis, moniliasis and nonspecific vaginitis 


RAPID, EFFECTIVE CONTROL Within 2-3 weeks, 
Triburon Vaginal Cream cured or markedly im- 
proved 86 per cent of 250 patients with various types 
of vaginal infections;'* an additional percentage 
responded after somewhat longer treatment.! 


BROAD-SPECTRUM POTENCY Pathogens included 
Trichomonas vaginalis, Candida albicans and 
Hemophilus vaginalis, as well as certain other gram- 
negative and gram-positive organisins ;':? most had 
resisted previous antimicrobial therapy.! 

PROVEN TOLERATION Closed-patch skin tests proved 
triclobisonium chloride, the active ingredient of 
Triburon Vaginal Cream, “. . . to be nonirritating 
... Not sensitizing. . . When it was instilled into 
the vagina of the animal, no signs of irritation or 
toxicity appeared. 


Nonstaining, odorless Triburon Vaginal Cream is 
also suited for use during pregnancy, menstruation, 


for senile vaginitis with conjunctive therapy, for 
preoperative, postoperative and postpartum use, 
after cauterization, conization and irradiation. 


Composition: Triburon Vaginal Cream contains 0.1% 
of Triburon in a white, hydrophilic cream base. 


Dosage: One applicatorful of Triburon Vaginal Cream 
introduced into the vagina every night for two weeks. In 
stubborn cases, this course of therapy may be repeated. 


Caution: Triburon Vaginal Cream is virtually nonsensi- 
tizing and nonirritating, but if evidence of sensitization 
should occur, use of the cream should be discontinued. 

Supplied: 3-ounce tubes with 18 disposable applicators. 
References: 1. J. J. McDonough and N. Mulla, to be published. 
2. Reports on file, Roche Laboratories. 3. R. C. V. Robinson and 


L. E. Harmon, Antibiotics Annual 1958-1959, New York, Medi- 
cal Encyclopedia, Inc., 1959, p. 113. 


TRIBURON® CHLORIDE — brand of triclob ROCHE® 
ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc * Nutley 10+ N. J. 
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Coronary 


Your high-strung angina patient 


often expends a “100-yd. dash” 


worth of cardiac reserve 


through needless excitement. 


Miltown® (meprobamate) + PETN 


Each tablet contains: 200 mg. Miltown and 10 mg. penta- 
erythritol tetranitrate. Supplied: Bottles of 50 tablets. 
Usual dosage: | or 2 tablets q.i.d. before meals and at bed- 
time. Dosage should be individualized. 


wattace LABORATORIES + New Brunswick, N. J. 


_increases his exercise tolerance. 


Curbs emotion 
as 1t boosts 
coronary | 


blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 


for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 
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Until DIAMOX was added to the regimen, 56 epileptic children had 

proved refractory to standard anticonvulsant therapies. Then almost 

80 per cent responded with striking decrease in frequency, number 

and severity of seizures of all types—with 35 cases in the complete 

remission group. 

Control was usually prompt, with results often apparent within hours. 

Some cases were maintained seizure-free for as long as 20 months 

on DIAMOX. 

', Despite length of therapy and large dosages, side effects were few 

SHKIZ, | TIRES and not serious. However, desirable associated effects, such as im- 

proved disposition and increased mental capability, were noted in a 

number of cases. 

Supplied: Scored tablets of 250 mg. 


DIAM 


1. Holowach, J., and Thurston, D. L.: J. Pediat. 53:160, 1958. ‘Acetazolamid Lederle 
(Gaterie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


WORKING ADULTS 
“especially well suited for 

ambulatory patients whe must 
work, —, a car, or operate 


IN GERIATRICS 
“ability to decide correctly 
has increased, while the 
illogical response to anxiety 


diminished.” 


ATARAX is “effective in 

controfling tension and 

anxiety ..., its safety makes 
excellent drug for 
use in office 


“ATARAX appeared to ice: 
anxiety and restiessness, 
improve sleep patterns and 
make the child more amenable 
to the development of new 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 mg. 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. : 
Syrup 3-6 years, one tsp. t.i.d. arenteral solution, 10 cc. 
over 6 years, two tsp. t.i.d. : multiple-dose vials. . 
For adult tension 25 mg. one tabiet q.i.d. 4.0. 
and anxiety tablets * in press. 2. Freedman, A. M.: 
Syrup one tbsp. q.i.d. $ Pediat. Clin. North America 


 5:573 (Aug.) 1958. 3. Ayd, F.J., 


For severe emotional 100 mg. one tablet t.i.d. . he 
disturbances tablets New York 
— 58:1684 (May 15) 1958 

For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- ¢ 5. Coirault, M., et al.: Presse 

and emotional Solution cularly, 3-4 times daily, at s méd. 64: 2239 (Dec. 26) 1956. 

emergencies 4-hour intervals. Dosage for + 6.Bayart, J.: Presented at 
established. 2 Denmark, July 22-27, 1956. 


New York 17, N.Y 
/ | | | A 7 Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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the pattern of 


POTENTIATED 
TETRACYCLINE 


therapy 


TETRACYN 


capsules 
125 mg., 250 mg. 


oral suspension 
orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 


pediatric drops 
orange flavored, 10 cc. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


: Pfizer) Science for the world’s well-being 
Smportant factor PFIZER LABORATORIES 


Note: Rapia and high initial antibiotic blood levels are aj IZER R 
nN umeventul recoveries. Glucosamine potentiation fast, high fizer & Co., Ine. 
rooklyn 6, N. Y. 


rolessional infor- 
*Trademark for glucosamine-potentiated 


tra¢yeune levels with oral therapy. Bibliography and p 
ion b available on request. 
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DERMATOLOGIC 
FROM HEAD TOE 


: STE ROSAN 


: Hyd rocortisone 


(chlorquinaldol ceicy with hydrocortisone) 


+ antibacterial 

antifungal 

* anti-inflammatory 

* antipruritic 
Highly effective in: 

« All infectious dermatoses due 
to gram-positive cocci or 
fungi 

« Atopic dermatitis including 
allergic eczema, neuroder- 
matitis, and eczematoid 
dermatitis 

+ Contact dermatitis due to 
plant secretions, cosmetics, 
chemicals, or clothing 

« Non-specific pruritus, partic- 
ularly of the anus, vulva, or 
scrotum 


Virtually non-irritating and 
non-sensitizing, STEROSAN- 
Hydrocortisone is also odor- 
less, non-greasy, non-stain- 
ing, and scarcely perceptible 
on the skin. 

STEROSAN®-Hydrocortisone (3% 
chlorquinaldol ce1cy with 1% 
hydrocortisone) Cream and Oint- 


ment. Tubes of 5 Gm. and 20 Gm. 
Prescription only. 


GEIGY 


ARDSLEY, NEW YORK 


@2759-A 
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CONGESTIVE FAILURE 


“Chlorothiazide appears to represent a significant 
advance in the treatment of patients with congestive 
heart failure. . .” its decided advantages are 

(1) effective oral administration, (2) low order of 
toxicity, (3) high patient acceptance, 

(4) sustained diuretic action. 


“-~aes, J.W. and Berlacher, F.J.: J.A.M.A. 169:109, (Jan. 10) 1959. 
Dosage: One or two 500 mg, tablets DIURIL once or twice a day. 
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continuing 

and consistently 
record 


safety and 
efficacy in: 


Supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chlorothiazide). DIURIL is a trademark of Merck & Co., Inc. 
Additional information is available to the physician on request. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 


Ss 


©1959 Merck & Co., INC. 
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prescribe: 


THORAZINE* for acute alcoholism 


Ps promptly calms agitation and delirium tremens 


e induces-restful sleep 


e controls nausea and vomiting—thus facilitating rehydration 


COMPAZINE! for chronic alcoholism 


e relieves anxiety and tension—thus reducing the urge to drink 


e often exerts a unique alerting eftect— 


helps keep patients on the job 


‘ (i) SMITH KLINE & FRENCH LABORATORIES 
*T.M. Reg. U.S. Pat. Off. for Chlorpromazine, S.K.F. f 
1T.M. Reg.-U.S. Pat. Of. for prochlorperazine, S.K.F, al 
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Victim of 
Overeating and 
““Oversitting’”’ 


BIPHETAMIN 


A 'STRASIONIC’ RELEASE ANORETIC RESIN 


® 10-14 Hour Appetite Curb 
® 10-14 Hour Mild Invigoration 


® Predictable Weight Loss... 
a comfortable 1 to 3 ibs. a week in 9 out of 10 cases 


In many instances both appetite limitation and miid 


invigovation (‘Biphetamine’) are required to effect the 


balance between caloric intake and energy output 


necessary for predictable weight reduction and con- 


trol. Since ‘Strasionic’ release is employed, the desired 


BALANCE 


therapeutic action is uniform, predictable and com- 


fortabie. 


Biphetamine may be prescribed for the obese hyper- 


tensive, arthritic, diabetic, pregnant, menopausal, aged, 


Use with care in patients 


or pre-operative patient. 


hypersensitive to sympathomimetic compounds, in 


cases of coronary disease or severe hypertension. 


® Single Capsule Daily Dose 10 to 14 hours before retiring 


STRENGTHS 


List No. 875 List No. 878 List No. 895 “ 


BIPHETAMINE® BIPHETAMINE® BIPHETAMINE® 


Resin Resin Resin 
Each black capsule contains: Each black and white capsule contains: Each white capsule contains: 
2 d-amphetamine ...... 10 mg. d-amphetamine ......6.25 mg. d-amphetamine ......3.75 mg. ¥ 
di-amphetamine ...... 10 mg. di-amphetamine ......6.25 mg. di-amphetamine .... . 3.75 mg. 
as resin complexes as resin complexes as resin complexes 


Rx Only. Caution: Federal law prohibits dispensing without prescription. 


Sraasensurcn <<, Lasoraronries 
ROCHESTER, 


Originators of ‘Strasionic’ (sustained ionic) Release 
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Victim 


of Overeating roa 


= 


Appetite Limitation Only 


A ‘STRASIONIC’ ANORETIC PHENYL RESIN 


10-14 Hour Appetite Curb 
Predictable Weight Loss... 


a comfortable .221 Ibs. per day in average case 


In many instances, appetite limitation only (‘lonamin’) 
is required to effect the balance between caloric intake 
and energy output necessary for predictable weight 
Y BALANCE reduction and control. Since ‘Strasionic’ release is 
employed, the desired therapeutic action is uniform, 
predictable and comfortable. 
lonamin may be prescribed for the obese arthritic, 
diabetic, pregnant, menopausal, aged, or pre-operative 
patient, and may be used with caution in hypertensive 
or cardiovascular disease. 


Single Capsule Daily Dose 10 to 14 hours before retiring 


errenorns 
prohibits 


Caution: Federal 
List No. 904 List No. 903 dispensing 


IONAMIN” IONAMIN™ 
‘B80’ 18’ 
Each yellow capsule contains: Each grey and yellow capsule contains: 


phenyl-tert.-butylamine .. 30 mg. phenyl-tert.-butylamine .. 15 mg. 
as a resin complex as a resin 


Sraasensurcn ~ Lasoraronies 


Originators of ‘Strasionic’ (sustained lonic) Release 
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One of the most significant 
in analgesics since the 


NUMORPHAN‘t provides: unexcelled pain relief/ effective in much smaller doses than mor- 
phine (1/10 the morphine dosage) / rapid onset of action—10-20 minutes after administration! 


prolonged duration of effect —lasts about 6 hours/ low incidence of side effects — respiratory 


depression, nausea, and constipation are relatively rare/ great scope of pain relief in short- 


and long-term therapy / no “plateau effect”: in ultrasevere pain, increasing the dose will 


usually ensure thorough analgesia / wide margin of safety and adequate comfort for the patient 


SUPPLIED: In 10 cc. multiple-dose vials, 1.5 mg. 4-14-hydroxydihydromorphinone hydrochloride per co. and as ampuls, 
1 co. and 2 cc., 1.5 mg. per oc. Rectal suppositories, 2 mg. and 5 mg. May be habit-forming. 


For Literature on Numorphan, Write 


ENDO LABORATORIES, Richmond Hill 18, New York, 


FOR PAIN 


NUMORPHAN 


SUBCUT, AND RECTAL Hrérchorid 


clinically tested for 5 years/evalu- 
.4] ated in 120 U.S. hospitals/over a 
—__—— quarter of a million doses given/ 
FAIN RELIEF, more than 25,000 patients treated pat. 2806038 


Tbrand of oxymorphone 
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diarrhea by any name 


GASTROENTERITIS 
BACILLARY DYSENTERY 
PARADYSENTERY 
SALMONELLOSIS 
DIARRHEA OF THE NEWBORN 
NONSPECIFIC DIARRHEA 
“SUMMER COMPLAINT” 


usually responds rapidly to 


NEOMYCIN-SULFASUXIDINE®-KAOLIN-PECTIN SUSPENSION 


for rapid relief of virtually all diarrheas 
fruit-flavored, readily accepted by patients of all ages* 


Neomycin — rapidly bactericidal against most intestinal pathogens, but is 
relatively ineffective against such diarrhea-causing organisms as Shigella, 


SULFASUXIDINEg —an excellent adjunct to neomycin because it is highly 
effective against Shigella and certain other neomycin-resistant organisms. 
Kaolin and Pectin — coat and soothe the inflamed mucosa, adsorb toxins, 
help reduce intestinal hypermotility, help provide rapid symptomatic relief, 


*For infants, CREMOMYCIN may be administered in the regular bottle feeding 
since its fine particles easily pass through a standard nursing nipple. 


mQo MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILA. 1, PA. 


CREMOMYCIN AND SULFASUMIOINE (SUCCINYLSULFATHIAZOLE) ARE TRADEMARKS OF MERCK & CO,, ING. 
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The response to an antidiarrheal preparation is directly linked 


& to the effectiveness of its adsorbent. In both PoLYMAGMA 
4 and POLYMAGMA Plain, the new agent Claysorb* gives 
ra) you a previously unattainable adsorptive power... 
% proved to be five times beyond that of kaolin in 
Ky removing diarrhea-causing toxins. In addition, 
ny POLYMAGMA and PoLYMAGMa Plain protect 
% the irritated intestinal walls, promote 
% well-formed stools, help restore 
79 healthy intestinal function. 
POLYMAGMA “Cx, 
For bacterial diarrhea— be 
bactericidal against many pathogens Me. 
POLYMAGMA Piain 


For nonbacterial diarrhea— 
same formula but without antibiotics Y 


Polyma gma 


Dihydrostreptomycin Sulfate, Polymyxin B Sulfate, 
and Pectin with Claysorb* (Activated Attapuigite, 


Wyeth) in Alumina Gel 
*Trademark 


Philadelphia 1, Pa. 
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PRESENTING A SPECIAL NEW-PR 


(HYDROCHLOROTHIAZIDE, ABBOTT 


MOST POTENT MEANS 
_ WHEN THE END IS SALURESIS* 


| | 
4 


doctor: if you have low-salt patients you can 


put some real pleasure (and some real salt ) back on their table | 
.-. Often take rigid diet plans (and all their bother) out of 


your treatment... new product Pp T 
for edema and hypertension 


(HYDROCHLOROTHIAZIDE, ABBOTT) 


— 


YOUR MOST POTENT MEANS WHEN THE END IS SALURESIS* 


*In many clinical problems the elimination of salt 
(saluresis) is just as important as diuresis. And 
OrerIC provides your most potent means to these 
ends, 


QRETIC — TRADEMARK FOR HYDROCHLOROTHIAZIDE, ABBOTT 
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ORETIC | INTRODUCTION 


Doctor: In simplest terms, prescribing new 
Oretic is like packaging a low-salt regimen in 
a single tablet . . . because OrETIC steps up ex- 
cretion of sodium and chloride, and thereby 
often cuts down the need for an extremely 
rigid low-sodium or salt-free diet. 

It follows that the more potent the diuretic- 
antihypertensive, the greater the chances that 
sodium restrictions can be relaxed. 

And new Oretic is the most potent oral 
diuretic-antihypertensive yet discovered. It has 
a high therapeutic ratio, low toxicity. It works 
successfully with dosages ‘only 1/10— 1/12 
those of chlorothiazide. 

The following pages of product information 
... indications, dosage, precautions and clini- 
cal reports .. . are presented here to give you 
useful facts about the application of new 
OreETICc—not only to low-salt therapy but to 
all other conditions in which this potent drug 
could conceivably be your agent of choice. 


ORETIC | WHAT 


Oretic is the Abbott trademark for hydro- 
chlorothiazide, a synthetic heterocyclic com- 
pound possessing diuretic properties. This 
agent enhances the excretion of sodium and 
chloride by a direct action ox the renal tubules. 
It also inhibits the action of carbonic anhy- 
drase. It is as effective as chlorothiazide, but at 
considerably reduced dosage—from 1/10— 


1/12 of the dose of the parent compound. 

OretICc is a white, crystalline solid, which is 
slightly soluble in cold water or alcohol, and 
more readily soluble in alkaline solutions. 
Chemically, it is 6-chloro-3,4-dihydro-7-sulf- 
amyl-2H-1,2,4-benzothiadiazine 1,1-dioxide, 
and has the following structural formula: 


cl NH 
NH 
4.NO.S so 


There are two primary indications for the use 
of Oretic . .. the elimination of excess fluid 
(edema from any cause) and the treatment of 
hypertension. OreTic may be used alone in 
mild cases of hypertension or in combination 
with other antihypertensive agents such as 
Harmonyl®, 


RENAL EDEMA OnreETIC is of value in the man- 
agement of nephrotic edema caused by various 
forms of renal disease. Its employment may re- 
duce the necessity for very rigid sodium restric- 
tion usually required when ACTH or steroids are 
administered. However, severe renal impair- 
ment may render kidneys unresponsive to any 
form of diuretic therapy. If response is not ob- 


®Harmonyl— Deserpidine, Abbott 


YOUR MOST POTENT MEANS WHEN THE END IS DIURESIS 3 


| 
i 
| 
ORETIC | 


tained, and if clinical and laboratory studies 
indicate progressive renal failure, therapy with 
Oretic should be discontinued. 

CARDIAC EDEMA In congestive heart failure 
OreTICc produces a copious diuresis comparable 
to that produced by parenterally administered 
mercurials, The potency, long-term effective- 
ness and safety of Oretic make it an agent of 
choice for maintenance therapy in cases of 
cardiac failure. Symptoms such as dyspnea, 
orthopnea and chronic cough may be dramati- 
cally improved. OrEtic may reduce the necessity 
for salt restriction, and is thus particularly useful 
in patients who find it difficult to follow a salt- 
free diet. If desired, OrETIC may be used to- 
gether with mercurial diuretics, though this is 
seldom necessary. It should be remembered 
that suecessful employment of diuretic agents 
does not eliminate routine measures in the 
treatment of heart disease such as rest, digitali- 
zation and careful attention to the diet. 
TOXEMIA OF PREGNANCY ORETIC is especial- 
ly useful when salt and fluid retention present 
a problem. It should be used as an adjunct 
to the usual measures and, if necessary, may 
be combined with more potent antihyperten- 
sive drugs. The dosage of these is generally re- 
duced when Oretic is employed, and danger 
of toxic side effects is thereby minimized. 
PREMENSTRUAL EDEMA, EDEMA IN PREG- 
NANCY Smal! doses of Oreric are often useful 
in overcoming the antidiuretic effect which 
may be seen, in some patients, in the above 
conditions. 

STEROID EDEMA The administration of ad- 
renal and pituitary hormones (ACTH, corti- 
sone, hydrocortisone, etc.) may be accom- 
panied by salt or water retention leading to 
clinical edema. OretTIC may be successfully em- 
ployed for the treatment of these secondary 
effects and may eliminate the need for cessa- 
tion of steroid therapy. 


ORETIC | HYPERTENSION 


Oretic is indicated in the management of 
many cases of hypertension. In mild cases, 
it can be used alone and will often eliminate the 
necessity for a rigidly-controlled salt-free diet. In 
more severe cases it may be employed in con- 
junction with any of the standard antihyper- 
tensive drugs, including Harmonyl® and other 
rauwolfia derivatives, hydralazine, veratrum 


alkaloids and ganglionic blocking agents. It 
may also be of value, and produce improved 
control of blood pressure, in patients who have 
received a surgical sympathectomy. 


_ORETIC | DOSAGE AND 
ADMINISTRATION 


The adult dosage of Oreric is in the range of 
25 to 200 mg. daily. Usually, 75 to 100 mg. 
will produce the desired effect. 

This may be given as a single dose in the 
morning, or if desired (particularly with larger 
doses) the tablets may be administered two or 
three times each day. Laboratory and clinical 
evidence indicates that Oretic is as effective 
as chlorothiazide, but that the equivalent dos- 
age is only 1/10—1/12 of the amount required 
with the latter agent. 


ORETIC | CONTROL OF 
EDEMA 


Oretic will frequently eliminate the necessity 
for parenteral administration of mercurials and 
will often permit a reduction in rigid sodium 
restriction. It may be given alone, or it may 
be used in combination with other agents for 
effective elimination of retained fluid. 

Dosage should be adjusted in accordance 
with the patient’s response. At the start of 
treatment 50 to 100 mg. may be administered 
after breakfast. If necessary this dosage may 
be repeated later in the day, and be adminis- 
tered twice daily for several days until the 
patient approaches dry weight. 

When control of edema has been established, 
it may be maintained by daily or intermittent 
therapy with small doses. In some patients a 
daily dose as low as 25 mg. may be effective. 
In others, as much as 150 mg. may be required. 

When regular therapy is employed, it is im- 
portant to keep a careful and constant watch 
on electrolyte balance. Particular care should 
be taken to guard against potassium depletion. 
Patients on regular maintenance therapy 
should be instructed to take about 8 ounces 
of tomato, orange or citrus fruit juice two to 
four times daily. If this is impossible, potas- 
sium chloride may be administered by mouth 
at a dosage of 1 gram two to four times daily. 

In many patients intermittent therapy is all 
that is necessary to maintain control of edema. 
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Thus, administration of Oretic may be re- 
duced to every second day, or to three to four 
consecutive days in each week. The optimum 
dosage as well as the time interval between 
administrations can only be determined by 
an individual trial in each patient. Intermit- 
tent therapy is generally recommended (when 
adequate) since this will reduce the possibility 
of producing electrolyte imbalance. 

It is important to realize that the elimination 
of edema fluid does not necessarily cure the un- 
derlying disease or condition which caused the 
fluid retention. Appropriate treatment for the 
underlying cause of the edema should not be 
neglected. 


ORETIC | MANAGEMENT 


OF HYPERTENSION 


At the start of treatment it is best to adminis- 
ter OretTICc early in the day. For the first few 
days some diuretic action may be apparent, 
and it is more convenient for the patient if this 
occurs during the waking hours. When fluid 
balance has adjusted, the diuretic action is not 
usually noticeable. Therefore, at the start of 
treatment, it is recommended that the total 
daily dose should be given after breakfast. For 
maintenance therapy, the daily dose can be 
divided and given two or three times a day. 
Dosage must always be individualized, but the 
following suggestions should provide guidance 
in establishing optimum benefit. 


ORETIC | USED ALONE 


In mild cases of hypertension a satisfactory 
response may be obtained without the use of 
other antihypertensive agents. For initiating 
therapy, the average daily dose in the adult 
is 75 mg. After a few days the dosage should be 
adjusted upwards or downwards according to 
the response. 

In general the maintenance dosage should be 
the minimum which will produce the desired 
effect on blood pressure. A maximum dose for 
maintenance is generally considered to be 
about 150 mg. daily. This may be divided and 
administered as 50 mg. t.i.d. 

If blood pressure does not respond to OretTIC 
alone, therapy may be continued while other 
agents are added to the regimen. 


ORETIC | WITH HARMONYL' 


DERIVATIVES 


OretTic may be administered to patients re- 
ceiving rauwolfia alkaloids without an initial 
alteration in the dosage of these compounds. 
After a few weeks the dosage of both agents 
may be reduced slowly until the minimum 
amount necessary to produce the desired bene- 
fit is established. 

Adjustments in dosage should not be made 
too quickly since the action of rauwolfia de- 
rivatives is prolonged. Thus, the effect of a 
reduction in dosage may not become apparent 
for some weeks. 

If the desired benefit has not been obtained, 
Harmony] may be added to the regimen of the 
patient receiving Oretic alone. Therapy with 
Harmony] may be started at a daily dosage of 
0.25 to 0.5 mg. (one or two tablets). The dos- 
age may be revised according to the individual 
response. The combination of Oretic with 
Harmony] will often prove effective in lowering 
the blood pressure in patients who do not re- 
spond satisfactorily to either agent used alone. 


ORETIC OTHER 


ANTIHYPERTENSIVE DRUGS 


It must be remembered that regular adminis- 
tration of OreTic tends to make the patient 
more sensitive to the action of other antihy- 
pertensive agents. Therefore, if drugs such as 
hydralazine or ganglionic blocking agents are 
employed, initial dosage of these agents should 
be relatively small (approximately one-half of 
the recommended dosage when these agents 
are used alone). A satisfactory maintenance dose 
of the two agents can be established only by in- 
dividual trial. Generally, the maintenance dose 
of the additional agent will be less when it is 
employed with Oretic than when given alone. 


Oretic tablets come in 25-mg. (List No. 6978) 
and 50-mg. (List No. 6985) strengths, each in 
bottles of 100 and 1000. 
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~ORETIC | PRECAUTIONS 


AND SIDE EFFECTS 


Since Onetic is the most potent oral diuretic- 
antihypertensive available, it is to be expected 
that small doses will markedly increase the 
excretion of fluid and electrolytes. Therefore 
dosage and frequency of administration must 
be carefully adjusted to fit each patient. All 
patients should be observed closely for early 
signs of fluid or electrolyte imbalance. Pre- 
cautions against potassium depletion were 
noted in the Indications section. 

Early indications of electrolyte imbalance 
may include symptoms such as thirst, dryness 
of mouth, lethargy, weakness and drowsiness. 
If these are ignored, muscular fatigue, muscle 
pains, gastric upset, oliguria and hypotension 
may result. Finally, convulsions, coma, or a 
condition resembling “‘shock” may develop. 
The latter symptoms will never occur if the 
warning offered by earlier ones is not ignored. 

With intensive or prolonged therapy, it is 
particularly important to guard against alka- 
losis (due to chloride depletion) and hypoka- 
lemia. In cardiac patients receiving digitalis, 
potassium depletion can be particularly haz- 
ardous. The sensitivity to digitalis is increased 
in the presence of depleted serum potassium; 
and heart block or other manifestations of digi- 
talis intoxication may result. These conditions 
may result from excessive administration of 
OretIc, and may be precipitated by dehydra- 
tion from vomiting or severe salt restriction, 
for example. 

While therapy with Oreric will often allow 
some relaxation of severe sodium restriction, it 
tis also true that sodium restriction reduces the 
need for diuretic therapy. Thus dosage of Oretic 
and sodium intake must be considered together 
and mutually adjusted for maximum benefit. 

The “low-salt syndrome” has not been re- 
ported as occurring during Oretic therapy. 
Yet the possibility should be kept in mind, 
especially if heavy dosage is employed to- 
gether with severe sodium restriction in a very 
edematous patient. When frequent massive 
doses of OreTIc are employed, it is recom- 
mended that serum sodium levels should be 
followed by means of laboratory studies. If 
facilities are not available, the patient should 
be allowed a moderate amount of sodium (one 
gram or more) in the daily diet. It is of in- 


terest that the administration of some salt in 
a patient in whom serum sodium levels are low, 
may actually help to initiate diuresis. 

An occasional hypertensive patient who re- 
ceives OrETIC may show some evidence of ni- 
trogen retention. This can be expected to occur 
only in patients whose blood pressure is 
markedly reduced. It seems probable that the 
causative factor is the lowering of the blood 
pressure, which in turn produces reduced blood 
flow through impaired kidneys. Under these 
conditions the kidneys are no longer able to 
eliminate the excess nitrogen, but are often 
able to do so if the reduced blood pressure is 
allowed to rise toward the previous levels. 

In patients with cirrhosis and ascites, chloro- 
thiazide has been observed to produce symp- 
toms of impending hepatic coma (confusion, 
drowsiness and tremor).! In this study it was 
suggested that impending hepatic coma could 
be prevented by the simultaneous administra- 
tion of broad-spectrum antibiotics. Similar ef- 
fects could be anticipated following the admin- 
istration of OrETIc to patients with impaired 
liver function. If laboratory tests reveal the 
presence of ammonia intoxication, it should be 
treated by the usual methods. 

If the possibility of hepatic coma, hypokale- 
mia and alkalosis are kept in mind, cautious 
administration of OreTic may benefit some 
patients with cirrhosis and ascites. But in 
these cases, potassium chloride administra- 
tion should be routinely considered, and careful 
watch kept on the patient’s general condition 
and laboratory findings. 

Specific side effects following the administra- 
tion of Oretic have been infrequent. They 
have included occasional reports of nausea, 
skin rash, anorexia, headache, restlessness, fa- 
tigue and constipation. Side effects of this type 
can often be overcome by lowering the dose or 
administering the drug following a meal. 


ORETIC | CLINICAL STUDIES 


Results following the administration of OrETIC 
have been highly favorable. Effectiveness and 
tolerance have been carefully assessed in pa- 
tients with edema who had a variety of diagnoses 
including congestive heart failure, nephritis, ne- 
phrosis, diabetes, Raynaud’s disease, premen- 
strual tension, glaucoma, obesity and hyper- 
tension of various types. Laboratory studies 
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as well as clinical indications have confirmed 
the relative safety of this type of therapy. 

In general, side effects, even from large doses, 
have been few. Elimination of edema fluid has 
been prompt and usually complete. Control of 
hypertension has been facilitated both in mild 
cases in which OretICc has been effective when 
used alone, and in more severe cases when it 
has enhanced the action of other hypertensive 
agents. In some instances the dosage of gan- 
glionic blocking agents has been lowered by as 
much as 50 per cent when their use has been 
combined with administration of OrETICc. Some 
patients refractory to mercurial diuretics and 
chlorothiazide have shown a good response 
after administration of OrETIC. 

Laboratory studies have indicated that com- 
paratively small doses of OretIc have markedly 
increased the excretion of water sodium 
chloride. Excretion of potassium and bicar- 
bonate has also been increased, but to a much 
lesser degree. In many cases potassium levels 
have remained relatively unaffected. 

The clinical effectiveness of the heterocyclic 
oral diuretics has been well documented.?* 
These agents have properties similar to both 
carbonic anhydrase inhibitors and the mer- 
curial diuretics. 

Pitts and his associates’ have pointed out 
that the molecule in this type of compound 
contains a free sulfonamyl group and conse- 
quently “‘it inhibits carbonic anhydrase in vitro 
and in large doses in vivo, alkalinizes the urine 
and increases the urinary excretion of potas- 
sium. In addition it causes naturesis and chlor- 
uresis, actions similar to those of mercurial 
diuretics.”’ There is also evidence of an addi- 
tive action when Oretic is administered to- 
gether with mercurial diuretics. 

Hermann® presented the results of a study 
with hydrochlorothiazide at the Texas Acad- 
emy of Internal Medicine in December, 1958. 
He and his associates studied 21 patients suf- 
fering from edema. In 20 patients the cause 
was congestive heart failure; in 1 patient it was 
undetermined. 

Detailed laboratory and clinical studies were 
carried out on all patients. The authors found 
hydrochlorothiazide “to be a clinically effec- 
tive oral diuretic which is well tolerated.” 

Other conclusions from this study were as 
follows: 

“The diuretic effect appears to be similar to 
that of the mercurials, in that urinary volume 


is augmented, with predominantly an excre- 
tion of sodium and chloride to about three 
times the control levels. Potassium excretion 
was increased slightly, to a maximum increase 
of 30 per cent in these short-term studies.” 

“The dosage necessary was (considerably 
less than) that of chlorothiazide, and so mil- 
ligram for milligram (hydrochlorothiazide) is 
the most (potent) diuretic that we have used.” 

“A single dose of 200 mg. produces a diuresis 
which begins about two hours after one inges- 
tion, and is maintained for more than 24 hours. 
Effective diuresis can also be achieved by 50 
mg. doses administered twice daily.” 

“On the basis of a limited number of cases 
the anti-hypertensive action of (hydrochloro- 
thiazide) appears promising. However, the 
matter of nitrogen retention calls for care in 
long-term therapy in hypertensive patients, 
especially those with renal disease, just as is 
the case with chlorothiazide.” 
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SPECIAL NEW-PRODUCT REFERENC 


YOUR MOST POTENT MEANS 


i 


healing and granulation 
of ulcers was 
little short of dramatic.”’ 


Parenzyme 


(systemic trypsin ‘National’) 


Parenzyme 


(topical trypsin ‘National’) 


Indications: To accelerate recovery in thrombo- 
phlebitis, ulceration, severe pulmonary disease 
with bronchial plugs, ocular inflammation, car- 
buncles and furunculosis. 


Dosage and Administration: Parenzyme Aqueous— 
1 ml. (5 mg.) once or twice daily in severe acute 
conditions until inflammation begins to subside. 
Inject deep into gluteal region. 


Parenzyme Ointment—Apply once or twice a day 
for two to four days. Large lesions may require 
additional treatment. Dressings should be changed 


Products of Original 


frequently. Concomitant systemic use of Paren- 
zyme is recommended. 


Supplied: Parenzyme Aqueous — Sterile multiple- 
dose vial containing lyophilized trypsin, 25 mg. 
plus 5 ml. vial of aqueous diluent. Parenzyme-B 
(buccal tablet): Vial of 24, each tablet containing 
5 mg. trypsin. Parenzyme Ointment—Tubes of % 
ounce (12 Gm.) and 1 ounce (30 Gm.). Each 
gram contains crystalline trypsin 2 mg.; crystalline 
chymotrypsin 6 mg.; 9-aminoacridine hydrochlo- 
ride 2 mg. 

*Kryle, L. S., et al.: Angiology 7:287, 1956. 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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FOR YOUR ASTHMATICS 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 


Available with 
either epinephrine 
or isoproterenol 


Medihaler- EPI” 


Epinephrine bitartrate, 7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.15 mg. epinephrine. 


Medihaler-ISO° 


Isoproterenol sulfate, 2.0 mg. per cc., 

suspended in inert, nontoxic aerosol vehicle. 

Contains no alcohol. Each measured 

dose contains 0.06 mg. isoproterenol. 7 
Riker 


SUITABLE FOR CHILDREN, TOO. — 
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Congressional Hearings on Forand Bill . . 
A. M. A. Testimony . . 


State Societies Review Progress . . 


HEARINGS ON FORAND BILL 


The House Ways and Means Committee heard 
more than 50 witnesses, during five days of hear- 
ings, argue for and against the controversial Forand 
bill to provide hospital, surgical, and nursing-home 
treatment to some 16 million nersons through the 
Social Security system. 

At the conclusion of the sessions, July 17, there 
was no indication whether the committee, headed 
by Rep. Wilbur Mills (D., Ark.), would take a vote 
on the legislation. Last year hearings also were 
held, but no action was taken on the measure 
sponsored by Rep. Aime Forand (D., R. I.), second- 
ranking Democrat on the committee. 

The administration came out flatly against the 
measure. Arthur S. Flemming, Secretary of Health, 
Education, and Welfare, said it would be “very 
unwise” for Congress to approve the legislation. 

Flemming asserted that the measure would estab- 
lish a course from which there would be no turning 
back—that health coverage of the aged would “be- 
come frozen in a vast and uniform governmental 
system, foreclosing future opportunity for private 
groups, nonprofit and commercial, to demonstrate 
their capacity to deal with the problem.” 

He said that as far as possible the aged should be 
provided with medical care through voluntary indi- 
vidual and organized action. He pointed out that 
private health insurance has increased rapidly in 
recent years and predicted that 70% of the aged 
will have some form of health insurance by 1965. 

There is no question but that the legislation 
“would bring to a virtual halt the voluntary efforts 
that are moving forward in such an encouraging 
manner,” said the administration official. He warned 
that a Forand-type program would result in strong 
pressures to extend the benefits further, with the 
result that voluntary insurance “might soon be 
eliminated from the entire field of health protection 
for the aged.” 

Representative Forand, who questioned Flem- 
ming at length, asked why private insurance could 
not supplement a federal program, rather than be 
eliminated by it. Flemming said that the Forand 
program provides “reasonably adequate services” 
and that people would not be likely to duplicate 
coverage out of their own pockets. 

Spokesmen for the American Medical Association 
and 33 state medical societies joined in urging the 
House committee to turn down the measure. 

The American Hospital Association strongly op- 
posed the legislation, with a spokesman contendin 
that “the government as a purchaser of so muc 


hospital care would exert the power of the purse 
in ways detrimental to the interests of hospital 
patients.” 

The AFL-CIO renewed its backing of the meas- 
ure. An official of the labor organization told the 
committee that private insurance will never be able 
to handle the task of financing medical care for the 
elderly. Other proponents included the Physicians 
Forum, the National Farmers Union, the National 
Association of Social Workers, the American Public 
Welfare Association, Americans for Democratic 
Action, and the United Auto Workers. 

Organizations that supported the stand of the 
administration, the A. M. A., and the AHA in- 
cluded the American Farm Bureau Federation, the 
Chamber of Commerce of the United States, the 
American Society of Internal Medicine, the Ameri- 
can Dental Association, the American Pharmaceuti- 
cal Association, the National Association of Manu- 
facturers, the Life Insurance Association of America, 
and the Health Insurance Association of America. 

Dr. R. B. Robins, a member of the A. M. A. Board 
of Trustees, speaking for the American Academy of 
General Practice opposed the measure and said it 
might lead to pats. sam such as he viewed on a 
recent trip to Great Britain to inspect the socialized 
medicine system. 


A. M. A. WITNESSES 


Officials of the American Medical Association and 
33 state medical societies outlined to the House 
Ways and Means Committee the medical profes- 
sion’s contention that enactment of the Forand 
measure would stifle progress being made volun- 
tarily, and hurt rather than help the quality of 
health care for the aged. 

Dr. Frederick C. Swartz, Chairman of the A. M. A. 
Committee on Aging, and Dr. Leonard Larson, 
Chairman of the A. M. A. Board of Trustees, 
stressed the rapid progress in private health insur- 
ance and the dangers of a government health pro- 
gram. Representatives of the societies pointed to 
widespread advances in state programs. 

Dr. Swartz testified that medical care is not 
susceptible to production-line techniques. A co- 
operative attack by all professions avaied: includ- 
ing the medical profession, is needed, he said. 
Flexibility would vanish “the moment government 
established a health program from a blueprint call- 
ing for mass treatment,” the witness declared. 

Dr. Larson said he was proud to inform the com- 
mittee that the A. M. A. is making good on the 
pledge that it gave the lawmakers a year ago to a 
dedicated continuing effort in the field of health 
care for the aged. “Very real progress” is being 
made, he said, with establishment of retirement vil- 
lages, new nursing homes, chronic disease-care 
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centers, home-care programs, and other projects. 
“And many, many more are on the way,” Dr. Larson 
said. 

Asserting that the legislation is “neither practical 
nor realistic” Dr. Swartz listed as some of his rea- 
sons that it would curb community incentive to 
support hospitals, discourage at the community 
level the freedom to experiment with new tech- 
niques, discourage families from taking care of their 
relatives, restrict beneficiaries in their choice of 
hospital and physician, and severely handicap the 

ialootinal relationship between the doctor and 
his patient. 

In addition, said Dr. Swartz, the program would 
be staggeringly expensive, costing more than 2 bil- 
lion dollars a year. The measure, he contended, 
“simply proposes a form of national compulsory 
health insurance.” 

Summing up his statement Dr. Larson told the 
committee that “a compulsory system can lead only 
to disillusionment and to inferior medical care for 
those millions of older citizens who deserve the 
opportunity of making their extra years rewarding.” 


STATES REPORT PROGRESS IN AIDING 
ELDERLY PERSONS 


Spokesmen for state medical societies presented a 
united front in opposition to the Forand bill. They 
told the Ways and Means Committee of substan- 
tial strides in their states to meet the problems of 
medical care for the aged. Testimony or statements 
were presented by representatives of 33 state so- 
cieties. 

“There is every reason to believe that it is still the 
problem of the individual, his family, the commu- 
nity, religious groups, and local political subdivi- 
sions, working with the various purveyors of insur- 
ance coverage to solve it—in the American way,” 
testified Dr. Carl Fortune of Lexington, Ky., presi- 
dent-elect of the Kentucky Internal Medicine So- 
ciety. 

Dr. Daniel H. Bee of indiana, Pa., representing 
the Medical Society of the State of Pennsylvania, 
asserted that “organized medicine and other inter- 
ested groups have [worked] and will continue to 
work with these problems until they are solved in 
our state.” 

Another witness, Dr. Joe Johnson, speaker of the 
house of delegates of the Tennessee State Medical 
Association, said passage of the Forand bill would 
undermine the far-reaching and substantial prog- 
ress now being attained by voluntary methods in 
Tennessee through health insurance. 

The Texas Medical Association reported that it 
“is fully engaged in a multiphased program which 
is designed to alleviate many existing problems 
related to medical and surgical services for the 
aged.” Speaking for the society was Dr. Milford O. 
Rouse, former president of the Texas Medical Asso- 
ciation. 

Dr. John R. Kernodle, chairman of the North 
Carolina Medical Society's committee on chronic 
illness, testified that North Carolina has pioneered 
in home-care and homemaker service programs for 
rural areas and that the voluntary approach to 
meeting the health problems of the aged is getting 
results in his state. 

Dr. T. Eric Reynolds, president of the California 
Medical Association, said compulsory national 
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health insurance would “destroy many helpful vol- 
untary programs” that are proving of real benefit 
to California citizens aged 65 and older. 

The position of the Iowa physicians was presented 
by Dr. Noble W. Irving of Des Moines, chairman of 
the state medical society's committee on legislation. 
“Iowa physicians have reached a degree of unanim- 
ity seldom attained in, first, proposing and carrying 
out a positive plan of action for improving volun- 
tary ways and means of financing health care for 
our senior citizens, and, second, in opposing this 
proposed legislation,” 

“In Florida, no one who needs it goes without 
hospital care,” said Dr. H. Phillip Hampton, chair- 
man of the committee on legislation and public 
policy of the Florida Medical Association. “This 
includes those over 65 years of age.” 

Dr. George E. Twente, representing the Mibssis- 
sippi State Medical Association, told the committee 
that “our voluntary prepayment plan, the Mississippi 
Hospital and Medical Service, was one of the first 
to develop a Blue Shield-Blue Cross package con- 
tract geared to health needs of senior citizens. 
Growth of medical and related facilities in Missis- 
sippi since 1946 has been astonishing.” 

Dr. Renaio J. Azzari, member of the Board of 
Trustees of the Medical Society of the State of New 
York said, “There is no need for federal intervention, 
through this bill, in New York state. State and local 
governments have done an excellent job in provid- 
ing for the aged.” Of the population of the state 
88 percent are now covered by some form of hospital 
insurance, and “it can be expected that greater ad- 
vancements will take place in the future.” 

Dr. Vincent W. Archer of the Medical Society of 
Virginia testified that a special insurance policy 
related to the maximum income of Social Security 
recipients is under serious consideration in the state. 
“We are convinced that as programs of this nature 
become more widespread the competition of the 
marketplace for the ever-growing number of the 
aged can only result in better and better coverage 
for this group.” 


MISCELLANY 


The Senate Finance Committee held a final one- 
day hearing on the Keogh measure to encourage 
the self-employed to invest in retirement plans. Its 
—— was to allow spokesmen for organizations 
avoring the legislation to present their testimony, 
since there was not enough time at sessions earlier 
this year. Backing the House-passed bill at the 
hearing were officials of the American Optometric 
Association, the American Veterinary Association, 
the National Small Businessmen’s Association, the 
American Retail Federation, the Chicago Bar Asso- 
ciation, and the National Council of Salesmen’s 
Organizations. Another day of testimony was 
planned later this session. 

The Senate approved $88,800,000 for the Defense 
Department’s Medicare program for the current 
fiscal year, the same figure cleared by the House. 
The Medicare program was part é an over-all 
40-billion-dollar defense money measure. 

The Senate completed congressional action on an 
administration-approved bill to extend for five years 
current programs of federal aid for advanced train- 
ing in “en health and professional nursing. Pro- 
posals by some lawmakers to broaden the program 
that were opposed by the administration were not 
included in the measure. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 
1962 Annual Meeting, Chicago, June 13-17. 


AMERICAN 
1959 
July 


Rocky Cancer Conrernence, Brown Palace Hotel, Denver, 
July 22-23, Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman. 


August 


AMERICAN ConGress PuysicaAL MEDICINE AND REHABILITATION, Hotel 
Leamington, Minneapolis, Aug. 30-Sept. 4. Miss Dorothea C. Augustin, 
80 N. Michigan Ave., Chicago 2, Executive Secretary. 

Amenican Dieretic Association, Statler Hilton, Los Angeles, Aug. 25-28. 
Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, Executive 
Secretary. 

American Hosprrat Association, Statler Hotel, New York City, Aug. 
24-27. Dr. Edwin L. Crosby, 18 E. Division St., Chicago, Director and 
Secretary. 

AMERICAN VETERINARY MepicaL Association, Hotel Muehlebach, Kansas 
City, Mo., Aug. 24-28. H. E. Kingman Jr., D.V.M., 600 S. Michigan 
Ave., Chicago 5, Executive Secretary. 

Bio.ocicaAL PHorocrapHic Association, INc., Sheraton-Mount Royal 
Hotel, Montreal, Canada, Aug. 31-Sept. 3. Miss Jane H. Waters, Box 
1668, Grand Central P. O., New York 17, Executive Secretary 

NATIONAL MEDICAL, ———— Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, , Secretary. 

NEVADA STATE MEDICAL Same Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev., Chairman. 

Nortuwestr Procro.ocic Society, Timberline Lodge, Mount Hood, Ore., 
Aug. 26-29, Dr. John L. McKay, 645 Medical Dental Bldg., Seattle 1, 
Secretary-Treasurer. 

Rocky Mountar Society, Shirley-Savoy Hotel, Denver, 
Aug. 20-22. Dr. John H. Freed, 4200 E. Ninth Ave., Denver 20, Secre- 
tary-Treasurer. 

Socrery vor CLINICAL AND EXPERIMENTAL Hypnosis, Fairmont Hotel, 
San Francisco, Aug. 3-5, Dr. Irving Schwartz, 2340 Sutter St., San 
Francisco 15, Chairman, Program Committee. 

SOUTHEASTERN OKLAHOMA CiINICAL SympPpostum, McAlester Clinic, Mc- 
Alester, Aug. 8-9. Mr. Charles A. Miller, McAlester Clinic, McAlester, 
Okla., Business Manager. 

West Vmor1n Stare Mepicat Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary. 


September 


AMERICAN AssocIATION OF MepicaL Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS AND GyYNECOLOGISTs, The 
Homestead, Hot Springs, Va., Sept. 10-12. Dr. E. Stewart Taylor, 4200 
E. Ninth Ave., Denver 20, Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N. ~ , Sept. a Dr. William T. Fitts Jr., 
8400 Spruce St., Philadelphi 

AMERICAN OF Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y., 
Executive Director. 

AmeERnicAN COLLEGE or SuRGEONS, The Traymore Hotel, Atlantic City, 
N. J., Sept. 28-Oct. 2. Dr. Paul R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 

AmenicAN CoLLece or SuncEons, Onto CuaprTen, Statler Hotel, Cleve- 
land, Sept. 11-12. Dr. Berton M. Bogle, 311 S. Market, Troy, Ohic, 
Secretary-Treasurer, 

AMERICAN RoENTGEN Ray Society, The Netherland Hilton Hotel, Cin- 
cinnati, Sept. 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN Society or CiinicaL The Palmer House, Chi- 
cago, Sept. 7-11. Mr. Claude E. Wells, 2052 N. Orleans, Chicago 14, 
Executive Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GyNECOLOGISTS, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S. Michigan 
Ave., Chicago 3, Secretary. 

CoLLece or AMERICAN PaTrHoLocists, The Palmer House, Chicago, Sept. 
6. Dr. Arthur H. Dearing, Suite 2115, Prudential Plaza, Chicago 1, 
Executive Director. 

Cotorapo Srate Mepicat Socrery, Brown Palace and Shirley Savoy 
Hotels, Denver, Sept. 8-11. Mr. Harvey T. Seth , 835 Republic Bldg., 
Denver 2, Executive Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, TENNESSEE SECTION, Chattanooga, 

dical Arts Bldg., Chatta- 


Sept. 28-29. Dr. William G. Step 
nooga, Tenn., Regent. 

KenTUcKY STATE Mepica Association, Columbia Auditorium, Louisville, 
Sept. 22-24. Mr. Joseph P. Sanford, 1169 Eastern Pkwy., Louisville 17, 
Ky., Executive Secretary. 
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MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Semi- 
annual Meeting, Ocean City, Sept. 18. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore 1, Executive Secretary. 

MEpicAL ProGress AssEMBLY, Tutwiler Hotel, Birmingham, Ala., Sept. 
18-15. Dr. Herbert H. Thomas, 920 S. 19th St., Birmingham, Ala., 
Chairman, Publicity Committee. 

MicHIGAN State Mepicav Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Psycu1arric Association, Holiday Inn Motor Hotel, 
St. Louis County, Mo., Sept. 18-20. Dr. W. Payton Kolb, Baptist Medi- 
cal Arts Bldg., Little Rock, Ark., Secretary. 

MississipP1 VALLEY Mepicat Society, Hotel Chase, St. Louis, Sept. 29- 
Oct. 1. Dr. Harold Swanberg, 209-224 W. C. U. Bldg., Quincy, IIL, 
Secretary. 

MonTANA MeEpicaAL Association, Finlen Hotel, Butte, Sept. 17-19. Mr. 
L. Russell Hegland, 1236 N. 28th St., Billings, Mont., Executive 
Secretary. 

NATIONAL RECREATION CoNnGREss, Morrison Hotel, Chicago, Sept. 28- 
Oct, 2. Mr. Jesse Reynolds, Department of Recreation and Parks, The 
Mosque, Laurel and Main Streets, Richmond 20, Va., Chairman. 

NortH AMERICAN FEDERATION, INTERNATIONAL COLLEGE OF SURGEONS, 
Chicago, Sept. 13-17. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Onto Society or ANESTHESIOLOGISTS, Dayton Biltmore Hotel, Dayton, Sept. 
18-19. Dr. Nicholas G. DePiero, 9710 Garfield Blvd., Garfield Hts. 
25, Ohio, Secretary. 

Ornecon State Mepicar Society, Medford Hotel, Medford, Sept. 23-25. 
Mr. Roscoe K. Miller, 1115 S. W. Taylor St., Portland 5, Ore., Executive 
Secretary. 

TENNESSEE VALLEY MEDICAL AssEMBLY, Chattanooga, Tenn., Sept. 28-29. 
Dr. Guy M. Francis, 109 Medical Arts Bldg., Chattanooga 2, Tenn., 
Chairman. 

Untrep States SECTION, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Uran State MeEpicaL Association, Hotel Utah Motor Lodge, Salt Lake 
City, Sept. 16-18. Mr. Harold Bowman, 42 S. 5th East, Salt Lake City 2, 
Executive Secretary. 

WASHINGTON STATE MEDICAL AssociATION, Olympic Hotel, Seattle, Sept. 
18-16. Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1, Executive 
Secretary. 

Worvp MEpIcAL Association, Montreal, Canada, Sept. 7-12. Dr. Louis H. 

Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


ACADEMY OF PsyCHOSOMATIC MEDICINE, Sheraton-Cleveland Hotel, Cleve- 
land, Oct. 15-17. For information write: Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec- 
ond St., S. W., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY OF PepraTnics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIL, 
Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL ASSISTANTS, Benjamin Franklin Hotel, 
Philadelphia, Oct. 16-18. Mrs. Stella Thurnau, 510 N. Dearborn, Room 
924, Chicago 10, Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL Recorp Lipranians, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

AMERICAN COLLEGE or CARDIOLOGY, Benjamin Franklin Hotel, Philadel- 
phia, Oct. 23-25. Dr. Philip Reichert, Empire State Bldg., New York 1, 
Executive Director. 

AMERICAN COLLEGE OF CHEst Puysicians, 25th Anniversary Homecom- 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Kornfeld, 
112 E. Chestnut St., Chicago 11, Executive Director. 

AMERICAN COLLEGE OF PREVENTIVE MEDICINE, Hotel Ambassador, At- 
lantic City, N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Chapel Hill, N. C., Secretary-Treasurer. 

AMERICAN HEART AssociATION, Trade and Convention Center, Philadel- 
phia, Oct, 23-27. Mr. William F. McGlone, 44 E. 23rd St., New York 
10, Secretary. 

AMERICAN MEDICAL Waiters’ AssociATIon, Chase Hotel, St. Louis, Oct. 
2-3. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

AMERICAN OTORHINOLOGIC SocrETY FOR PLAsTic SuRGERY, INC., Conrad 
Hilton Hotel, Chicago, Oct. 11. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHIATRIC ASSOCIATION, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct, 29-31. Dr. Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

AMERICAN Pusiic HEALTH AssocIATION, Convention Hall, Atlantic City, 
N, J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

AMERICAN ScHOoot HEALTH AssocIATION, Claridge Hotel, Atlantic City, 
N., J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AMERICAN SocreTy oF ANESTHESIOLOGISTS, INc., Americana Hotel, Bal 
Harbour, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
Room 1101, Chicago 1, Executive Secretary. 

AMERICAN Society or FaciAL Prastic SurnGERY, Chicago, Oct. 15-17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 

AMERICAN Society oF PLastTic AND RECONSTRUCTIVE SURGERY, Hotel 
Fountainebleau, Miami Beach, Fla., Oct. 18-23. Dr. Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary. 

AMERICAN SociETY OF TROPICAL MEDICINE AND HyGIENE, Claypool Hotel, 
Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens Road, 
Miami 33, Fla., Executive Secretary. 


(Continued on page 38) 
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"There is perhaps no other drug intro- 
duced in recent years which has had such a 
broad spectrum of clinical application as 
has meprobamate.* As a tranquilizer, with- 
out an autonomic component in its action, 


and with a minimum of side effects, 


meprobamate has met a clinical need in 


anxiety states and many organic diseases 


with a tension component," 


--Krantz, J. Ce, Jre: The restless patient - 
A psychologic and pharmacologic viewpoint. 
Current M. Digest 25:68, Feb. 1958, 


*Miltown 
the original meprobamate 
discovered and introduced by 


Wallace Laboratories, New Brunswick, N. Je 
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MEETINGS 


for 
hay fever 
sufferers 


Novahistine works better 
than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


one dose of 2 tablets for day-long or night-long relief. 
Each long-acting tablet contains Phenylephrine HC/ 
20 mg. and Chlorprophenpyridamine maleate 4 mg. 
Bottles of 50 and 250 green, film-coated tablets. 


PITMAN-MOORE COMPANY Division of Allied L 


* Trademark 


J.A.M.A., July 25, 1959 


ASSOCIATION OF CLINICAL Screntists, Sheraton-Park Hotel, Washington, 
D. C., Oct. 10. Dr. Robert P. MacFate, 323 Northwood Rd., Riverside, 
Tll., Secretary-Treasurer. 

AssocraTION OF Lire INsuURANCE MEDICAL or AMERICA, Hotel 
Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Schaaf, Pruden- 
tial Insurance Co., P. O. Box 594, Newark 1, N. J., Secretary. 

AssociaTION or MEDICAL ILLUsTRATORS, Seattle, Oct. 5-7. Miss Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey Ave., 
Omaha 5, Corresponding Secretary. 

CENTRAL NEUROPSYCHIATRIC ASSOCIATION, Hotel Roosevelt, New Orleans, 
Oct. 16-17. Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

CurmicaL Orruoparepic Socrery, Memphis, Oct. Dr. Charles H. Frantz, 
1810 Wealthy St., S.E., Grand Rapids 6, Mich., Secretary-Treasurer. 

Concress or NevuroLOGICAL SuRGEONS, Americana Hotel, Miami, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

Detaware, Mepicar Society or, Oct, 14-15. Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 

InDIANA STATE MEDICAL AssociATION, Murat Temple, Indianapolis, Oct. 
6-9. Mr. James A. Waggener, 1021 Hume Mansur Bldg., Indianapolis 4, 
Executive Secretary. 

NATIONAL REHABILITATION AssocIATION, Statler-Hilton Hotel, Boston, 
Oct. 26-28. Mr. Edward D. Callahan, 14 Court Square, Boston 8, Con- 
ference Chairman. 

New Hampsnrre Society, Equinox House, Manchester, Vt., 
Oct. 1-4. Mr. Hamilton S, Putnam, 18 School St., Concord, N. H., 
Executive Secretary. 

Paciric Coast Opstetricat & GYNECOLOGICAL Soctety, St. Francis Hotel, 
San Francisco, Oct. 21-24. Dr. Donald W. de Carle, 2000 Van Ness 
Ave., San Francisco, Chairman. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Penn-Sheraton Hotel, 
Pittsburgh, Oct. 18-23. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Pa., Executive Director. 

VERMONT STATE MEDICAL Society, Equinox House, Manchester, Oct. 1-4. 
Mr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretary. 

Vincinia, Mepicat Society or, Equinox House, Roanoke, Oct. 4-5. Mr. 
Robert I. Howard, 4205 Dover Rd., Richmond 21, Va. 

WeEsTERN INpvusTRIAL Mepicat Association, INc., Statler Hotel, Los 
Angeles, Oct. 2-3. Dr. A. C. Remington, 9851 Sepulveda Blvd., Los 
Angeles 45, Secretary. 

WeEsTEeRN OrtHorepic Association, Brown Palace Hotel, Denver, Oct. 
18-22. Vi Mathiesen, 354 2Ist St., Oakland 12, Calif., Executive 
Secretary. 

November 


AMERICAN ASSOCIATION OF BLoop Banks, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL AssocIATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420 Medical Arts 
Bldg., Nashville, Tenn., Secretary. 

AMERICAN CoLLEGE or Cuest Puysicians, Dallas, Texas, Nov. 29-30. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive 
Secretary. 

AMERICAN FRACTURE AssocrATION, Roosevelt Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, IIl., 
Executive Secretary. 

AMERICAN MEDICAL WoMEN’s AssociaTIoNn, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. Mrs. Lillian T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

ASSOCIATION OF AMERICAN MeEpicat CoL_ieGcrs, Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, IIL, 
Executive Director. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Mayflower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 6, 
D. C., Executive Secretary. 

Centra Society ror Researncu, Drake Hotel, Chicago, Nov. 
6-7. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Secretary. 

CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND BIOLocy, 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Schwan, Moore 
Schoo] of Electrical Engineering, University of Pennsylvania, Philadel- 
phia, Chairman. 

District or MEpIcaL Society or, Statler-Hilton Hotel, Wash- 
ington, D. C., Nov. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

GASTROENTEROLOGY ReEsEARCH Group, Drake Hotel, Chicago, Nov. 6. 
For information write Dr. Charles F. Code, Mayo Clinic, Rochester, Minn. 

GrronTOLocicaL Society, Inc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, MiD-ATLANTIC MEETING OF THE 
U. S. Section, Homestead Hotel, Hot Springs, Va., Nov. 16-18. For in- 
formation, write Dr. E. G. Gill, 711 S. Jefferson St., Roanoke, Va. 

InteR-Socrety Cyrotocy Councr., Statler Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 
Secretary-Treasurer. 

INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Secretary. 

MICHIGAN ACADEMY OF GENERAL Practice, 13TH ANNUAL FALL Post- 
GRADUATE C.inic, Sheraton-Cadillac Hotel, Detroit, Nov. 11-12. Dr. 
F. P. Rhoades, 970 Maccabees Building, Detroit 2, Convention Manager. 

NATIONAL Procto.ocic Association, Chicago, Nov. Dr. George E. 
Mueller, 59 E. Madison, Chicago 2, Secretary. 

NATIONAL Society FoR CHILDREN AND ApvuLTs, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Executive Director. 


(Continued on page 40) 
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Back at work ...no angina in 2 months 
...on Metamine Sustained b.i.d. 


In angina pectoris, even after myocardial infarc- 
tion, an early return to useful activity is now 
recognized as of special therapeutic value.’ Unsur- 
passed protective medication for the active, em- 
ployed anginal patient is provided by METAMINE® 
SUSTAINED, b.i.d. (1 tablet on arising and 1 before 
the evening meal). There is little danger of a 
skipped dose; the patient “is more faithful” to 
this simplified regimen. And MeTAMINe Sus- 
TAINED protects many patients refractory to other 
drugs of this type.” Moreover, when you prescribe 


1, Slipyan, A.: J.A,M.A. 168:147, Sept. 13, 1958, 2. Fuller, H, L. and Kassel, L. E.: Antibiutic Med, & Clin, Therapy, 3:322, 1956, 


METAMINE SUSTAINED, q. 12 h., your patient re- 
quires less nitroglycerin and remains fully re- 
sponsive to that vital emergency medication. And 
METAMINE SUSTAINED (aminotrate phosphate, 10 
mg., LEEMING) is relatively free of nitrate side 
effects (nausea, headache, hypotension).* 

Supplied: bottles of 50 and 500 sustained-release tab- 
lets. Also: METAMINE, METAMINE WITH BUTABARBITAL. 


METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


Thos. Leeming Cone New York 17. 


: 
: 
| 
1 tablet 
| 
| 3 
ia 
| 


40 MEETINGS 


Omana Mw-Westr Socmry, Civic Auditorium, Omaha, Nov. 
2-5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 2, Execu- 
tive Secretary. 

Puerto Rico Mepicat Association, Santurce, Nov, 24-28. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secretary. 

Sociery or Norrn Amenica, Inc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald S. Childs, 713 E. Genesee St., Syracuse 2, 
N. Y., Secretary-Treasurer. 

SocreTy vor THE Screntiric Stupy or Sex, Barbizon Plaza Hotel, New 
York City, Nov. 7. Mr. Robert V. Sherwin, Suite 704, 1 E. 42nd St., 
New York 17, Executive Secretary. 

SourneRn Mepicat Association, Atlanta, Nov, 16-19. Mr. V. O. Foster, 
2601 Highland Ave., Birmingham 5, Ala., Executive Secretary-Treasurer. 

SOUTHWESTERN MepicaL Association, Roswell, N. M., Nov. 5-7. Dr. 
Russell L. Deter, 1501 Arizona St., El] Paso, Texas, Secretary. 

WesTeRN SuncIcAL AssocraTION, The Broadmoor, Colorado Springs, Colo., 

Nov. 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 

Secretary. 


December 


AssociATION ror ResEarncu 1x Nervous Menta Disease, INc., 
Hotel Roosevelt, New York City, Dec. 11-12. Dr. Rollo J. Masselink, 
700 W. 168th St., New York 32, Secretary-Treasurer. 

New York Heart Association, Symposium on Salt and Water Metabo- 
lism, Biltmore Hotel, New York City, Dec, 11-12. Dr. Alfred P. Fishman, 
N. Y. Heart Association, 10 Columbus Circle, New York City, Chairman. 

New York Socrery or ANEsTHESIOLOGISTS, INC., Postgraduate 
Assembly in Anesthesiology, Hotel New Yorker, New York City, Dec. 
9-12. Dr. Edwin J. DePolo, 131 W. 11th St., New York 11, Secretary. 


1960 
January 


AMERICAN ACADEMY OF ALLERGY, Hollywood Beach Hotel, Hollywood- 
by-the-Sea, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N. Miiwaukee 
St., Milwaukee 2, Wis., Executive Secretary. 

AMERICAN ACADEMY OF OrnTHOPAEDIC SuRGEONS, The Palmer House, 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

Amenican CoLLeGE or Surncrons, Sectional Meeting, the Brown Hotel, 
Louisville, Ky., Jan, 21-23. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

Norrawest Socrety ror Curmicat Researcn, Seattle, Jan. 9. Dr. John 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer. 


February 


American AcApeMy or OccuPpaTIonaL Mepicixe, Williamsburg Inn., 
Williamsburg, Va., Feb. 10-12. Capt. Lloyd B. Shone, Bureau of Medi- 
cine and Surgery, Navy Dept., Washington 25, D. C., Secretary. 

Amenican or Inc., Americana Hotel, Bal Harbour, 
Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Eloi Bauers, 2160 Rand Tower, 
Minneapolis 2, Executive Vice-President. 

AMERICAN CoLLeGe or RaproLocy, Roosevelt Hotel, New Orleans, Feb. 
8-6. Mr. William C, Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

AMERICAN COLLEGE Or SURGEONS, Sectional Meeting for Surgeons and 
Nurses, Statler Hilton, Boston, Feb. 29-Mar. 3. For information, write: 
Dr. H. P. Saunders, 40 E. Erie St., Chicago 11. 

AMERICAN Association, INc., Sherman Hotel, Chicago, 
Feb, 25-27. Marion F. Langer, Ph.D., 1790 Broadway, New York 19, 
Executive Secretary. 

Mepicat Association, Ambassador Hotel, Los Angeles, Feb. 
21-24. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Centra Surcicat Association, Drake Hotel, Chicago, Feb. 18-20. 
Dr. Angus D. McLachlin, Victoria Hospital, London, Ont., Canada, 
Secretary. 

NATIONAL ASSOCIATION OF MetTHopist HosprraALs AND Homes, Deshler 
Hilton Hotel, Columbus, Ohio, Feb. 16-18, Mr. Olin E. Oeschger, 740 
Rush St., Chicago 11, General Secretary. 

Society or Universtry Suncreons, Minneapolis, Feb. 11-13. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 

SymMpostuM ON FUNDAMENTAL CANCER ResEArcnu (14th), University of 
Texas, Houston, Feb. 25-27. For information write: University of Texas 
M. D. Anderson Hospital & Tumor Institute, Houston 25, Texas. 


March 


AmeEnicAN BRONCHO-ESOPHAGOLOGICAL AssociaTION, Deauville Hotel, 
Miami Beach, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN ACADEMY or Forensic Scrences, Drake Hotel, Chicago, 
Mar. 3-5. Dr. W. J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary- 
Treasurer. 

AMERICAN ACADEMY Or GeNneRAL Practice, Philadelphia, Mar. 19-24. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Director. 

AMERICAN ASSOCIATION FOR THE History OF INc., Charleston, 
S. C., Mar, 24-26. John B. Blake, Ph.D., c/o Smithsonian Institution, 
Washington 25, D. C., Secretary. 

Amenican or Suncrons, Sectional Meeting, The Broadmoor, 
Colorado Springs, Colo., Mar, 21-23. For information write: Dr. H. P. 
Saunders, 40 E, Erie St., Chicago 11. 

Amenican or SurGEONS, Sectional Meeting, Sheraton-Portland 
Hotel, Portland, Ore., Mar. 28-30. For information write: Dr. H. P. 
Saunders, 40 E. Erie St., Chicago 11. 

American Gastroscopic Socrery, Roosevelt Hotel, New Orleans, Mar. 30. 
Dr. Arthur M. Olsen, Mayo Clinic, Rochester, Minn., Secretary-Treasurer. 


J.A.M.A., July 25, 1959 


AMERICAN LARYNGOLOGICAL AssOcIATION, Deauville Hotel, Miami Beach, 
Fla., Mar. 18-19. Dr. Lyman Richards, Massachusetts Institute of Tech- 
nology, Cambridge 39, Mass., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 15-17. Dr. C. Stewart 
Nash, 708 Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN OroLocicaL Society, Deauville Hotel, Miami Beach, Fla., 
Mar. 13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 
14, Minn., Executive Secretary-Treasurer. 

AMERICAN OTORHINOLOGIC SocreTY FOR PLAsTiC SuRGERY, INC., Deauville 
Hotel, Miami Beach, Fla., Mar. 6-13. Dr. Joseph G. Gilbert, 75 Barberry 
Lane, Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHosoMatTic Society, Sheraton-Mount Royal Hotel, Mont- 
real, Mar. 26-27. Miss Joan K. Erpf, 265 Nassau Rd., Roosevelt, N. Y., 
Executive Assistant. 

AMERICAN Raprum Society, Caribe Hilton Hotel, San Juan, Puerto Rico, 
Mar. 17-19. Dr. Robert L. Brown, Robert Winship Clinic, Emory Uni- 
versity, Atlanta 22, Ga., Secretary. 

Missournt State Mepicat Association, Sheraton-Jefferson Hotel, St. 
Louis, Mar. 13-16. Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis 3, 
Executive Secretary. 

NaTionaAL Councit, Nationa HEALTH Forum, Miami, Fla., 
Mar. 18-18. Mr, Philip E. Ryan, 1790 Broadway, New York 19, Execu- 
tive Director. 

NATIONAL Mu.tipLe ScLeRosis Socrery, New York City, Mar. 8. Mr. 
Donald Vail, 257 Fourth Ave., New York 10, Secretary. 

NEvROSURGICAL SocreTy Or AMERICA, Del Monte Lodge, Calif., Mar. 30- 
Apr. 2. Dr. Raymond K. Thompson, 803 Cathedral St., Baltimore 1, 
Secretary. 

SOUTHEASTERN SuRGIcAL ConGress, Roosevelt Hotel, New Orleans, Mar. 
21-24. Dr. B. T. Beasley, 1032 Hurt Bldg., Atlanta 3, Ga., Executive 
Secretary. 

SOUTHWESTERN SurncicAL Concress, Riviera Hotel, Las Vegas, Nev., Mar. 

28-31. Miss Mary O’Leary, 1213 Medical Arts Bldg., Oklahoma City, 

Okla., Executive Secretary. 


April 


ALABAMA, MEDICAL ASSOCIATION OF THE STATE oF, Admiral Semmes 
Hotel, Mobile, Apr. 21-23. Mr. W. A. Dozier Jr., 19 S. Jackson St., 
Montgomery 4, Executive Secretary. 

AMERICAN ACADEMY OF NeuroLocy, Eden Roc Hotel, Miami, Fla., Apr. 
25-30. Mrs. J. C. McKinley, 4307 E. 50th St., Minneapolis 17, Executive 
Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Statler-Hilton, New York City, 
Apr. 11-16. Dr. Louis B. Flexner, Dept. of Anatomy, School of Medicine, 
Univ. of Pa., Philadelphia 4, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Chicago, Apr. 11-15. Dr. 
Calderon Howe, Columbia Univ. College of Physicians and Surgeons, 
New York 22, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Hotel 
Peabody, Memphis, Tenn., Apr. 28-30. Dr. Russell L. Holman, Dept. 
of Pathology, L. S. U. School of Medicine, New Orleans, La., Secretary. 

AMERICAN AssocIATION OF Ramway SunGEons, Drake Hotel, Chicago, 
Apr. 7-9. Mr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Executive Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTs, Netherland 
Hilton Hotel, Cincinnati, Apr. 2-6. Mr. Donald F. Richardson, P. O. 
Box 749, Chicago 90, Executive Secretary. 

AMERICAN COLLEGE OF Puysic1ans, Mark Hopkins & Fairmont, San Fran- 
cisco, Apr. 4-9. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, 
Executive Secretary. 

AMERICAN COLLEGE oF SuRGEONS, Sectional Meeting, Hotel Leamington, 
Minneapolis, Apr. 11-13. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

AMERICAN COLLEGE OF SuRGEONS, Sectional Meeting, Kahler Hotel, 
Rochester, Minn., Apr. 14. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

AMERICAN DERMATOLOGICAL AssociATION, INc., Boca Raton Hotel, Boca 
Raton, Fla., Apr. 8-12. Dr. Wiley M. Sams, 308 Ingraham Bldg., Miami 
$2, Fla., Secretary. 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Roosevelt Hotel, New 
Orleans, April 1-2. Dr. Wade Volwiler, Dept. of Med., Univ. of Wash- 
ington, Seattle, Secretary. 

AMERICAN PuystoLocicaL Society, Chicago, Apr. 11-15. Ray G. Daggs, 
D.Sc., 9650 Wisconsin Ave., Washington 14, D. C., Executive Secretary. 

AMERICAN Pusiic Heattn Association, Southern Branch, Memphis, 
Tenn., Apr. 13-15. Dr. L. M. Graves, Shelby County Health Depart- 
ment, Memphis, Tenn., Chairman, Local Arrangements Committee. 

AMERICAN Socrety oF BroLocicaL Cuemusts, Inc., Chicago, Apr. 11-16. 
Dr. Frank W. Putnam, Dept. of Biochemistry, Univ. of Florida, Gaines- 
ville, Secretary. 

AMERICAN Society OF INTERNAL MeEpicinE, Mark Hopkins Hotel, San 
Francisco, Apr. 1-3. Mr. Robert L. Richards, 350 Post St., San Francisco 
8, Executive Director. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
peutics, Inc., Chicago, April. Dr. Karl H. Beyer Jr., Merck Sharp and 
Dohme Research Labs., West Point, Pa., Secretary. 

AMERICAN SOCIETY FOR THE Stupy oF StTeRtLity, Sheraton-Gibson Hotel, 
Cincinnati, Apr. 1-3. Dr. Herbert H. Thomas, 920 S. 19th St., Birming- 
ham 5, Ala., Executive Secretary. 

AMERICAN SURGICAL Association, The Greenbrier, White Sulphur Springs, 
W. Va., Apr. 3-6. Dr. W. A. Altemeier, Cincinnati General Hospital, 
Cincinnati 29, Secretary. 

ARKANSAS MepicA Socrety, Pine Bluff, Apr. 18-20. Mr. Paul C. Schaefer, 
218 Kelley Bldg., Fort Smith, Ark., Executive Secretary. 

FLrorma Mepicat Association, Robert Meyer Hotel, Jacksonville, Apr. 
8-12. Mr. W. Harold Parham, 735 Riverside Ave., Jacksonville 3, Fla., 
Executive Director. 

Harvey Cusuinc Society, Fairmont Hotel, San Francisco, Apr. 13-17. 
Dr. Edmond J. Morrisey, 450 Sutter St., San Francisco, Chairman. 


(Continued on page 42) 
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FOLLOW-UP STUDIES OF ASTHMATIC CHILDREN* 


essentially no asthma 
after 2 years’ 
treatment 


improved 
but require 
symptomatic 
medication 


"Based on five-year study. Ten- and 15-year follow-up és 
indicate essentially unchanged ratios. 


how many children “outgrow” asthma? 


Approximately 44 per cent of 233 children “outgrow” asthma after a two-year 
program of desensitization, diet restriction and avoidance.* 


Source —Dees, S. C.: A.M.A. J. Dis. Child. 93:228, 1957. 


well tolerated by your asthmatics in every age group 


® 
A M I fe E | en with unique, nonreactive base 


AMINOPHYLLINE WITH PENTOBARBITAL 


. “weight-proportioned” dosage The benefits of AMINET Suppositories— prompt 
relief of respiratory distress plus round-the-clock asthmatic protection—are available in 
three different strengths. AMINET thus offers the safety and effectiveness of individualized 
doses for children of different ages and weights as well as adults, while avoiding the 
gastric upsets of oral medication, the anxiety of injections and the restlessness that may 
follow the use of adrenergics. 


Rx AMINET—a supply in the home may avoid an unnecessary night call. 


PENTOBARBITAL 
AMINOPHYLLINE SODIUM BENZOCAINE 


New % Strength 0.125 Gm. 0.025 Gm. 0.015 Gm. 
for children over 40 Ibs. (1% gr.) (% gr.) (% @r.) | nel 


(18 Kg.) AMES 


Half Strength 0.25 Gm. 6.05 Gm, 0.03 Gm. COMPANY, ING 
for individuals over 80 Ibs. (3% gr.) (% er.) (4% gr.) 
) 


(36 Kg. 
Full Strength 0.5 Gm. 0.1 Gm. 0.06 Gm. 
for adults (7% gr.) (1% gr.) (1 gr.) 


Available—boxes of 12 
All three AMINET strengths are now packaged in pre-formed, protective foil strips. 
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Hawan Mepicar Association, Apr. 28-May 1, Mr. Lee McCaslin, 510 S. 
Beretania, Honolulu 13, Executive Secretary. 

InpusTaiAL Mepicat Association, Rochester, N. Y., Apr. 26-29. Mr. 
Clark D. Bridges, 28 E. Jackson Blvd., Chicago 4, Managing Director. 

lowa Mepicat Sociery, Savery Hotel, Des Moines, Apr. 24-27. 
Mr. Donald L. Taylor, 529 36th St., Des Moines 12, Iowa, Executive 
Director. 

MARYLAND, Mepican Facuity or THE STATE or, The 
Alcazar, Baltimore, Apr. 20-22. Mr. John Sargeant, 1211 Cathedral St., 
Baltimore 1, Executive Secretary. 

Nepraska State Mepicat Association, Hotel Cornhusker, Lincoln, 
April, Mr. M. C. Smith, 1315 Sharp Building, Lincoln 8, Neb., Executive 
Secretary. 

Nortn Daxora Strate Mepican Association, Dacctah Hotel, Grand 
Forks, Apr. 30-May 3. Mr. Lyle A. Limond, Box 1198, Bismarck, N. D., 
Executive Secretary. 

Tennessee STATE Mepicat Association, The Maxwell House, Nashville, 
Apr. 10-13. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Tenn., 
Executive Director. 

Texas Mepicat Association, Hotel Texas, Fort Worth, Apr. 9-12. Mr. 

C. Lincoln Williston 1801 N. Lamar Blvd., Austin, Texas, Executive 

Secretary. 

May 


Arrospace Mepicat Association, Americana Hotel, Bal Harbour, Fla., 
May 9-11. Dr. William J. Kennard, Aerospace Medical Association, 
Washington Natl. Airport, Washington 1, D. C., Secretary-Treasurer. 

AMERICAN AssociaTION FoR CLEFT PaLaTe REHABILITATION, Brown 
Palace Hotel, Denver, May 12-14. D. C. Spriestersbach, Ph.D., Uni- 
versity Hospitals, Iowa City, Iowa, Secretary-Treasurer. 

Association or Genrro-Urntnary SurGcEoNs, Dearborn Inn, 
Dearborn, Mich,, May 11-13. Dr. William J. Engel, 2020 E. 93rd St., 
Cleveland 6, Secretary. 

AMERICAN ASSOCIATION ON MENTAL Dericrency, Lord Baltimore Hotel, 
Baltimore, May 16-21, Mr. Neil A. Dayton, P. O. Box 51, Mansfield 
Depot, Conn., Executive Secretary-Treasurer. 

or Indianapolis, May. Dr. Philip 
Reichert, 2709 Empire State Bldg., New York 1, Executive Director. 

AmeERICAN FepeRATION For CiinicaL Researcu, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 2. Mr. James E. Bryan, 250 W. 57th St., New 
York 19, Executive Secretary. 

AmeEnican Society, Williamsburg Inn, Williamsburg, Va., 
May 30-June 1. Dr. Andrew A. Marchetti, Georgetown Univ. Hosp., 
Washington 7, D. C., Secretary. 

AMERICAN OPpHTHALMOLOGICAL Society, The Broad , Colorad 
Springs, Colo., May 16-18. Dr. Maynard C, Wheeler, 30 W. 59th St., 
New York 19, Secretary. 

AMERICAN Pepiatnic Society, New Ocean House, Swampscott, Mass., 
May 5-6. Dr. Aims C. McGuinness, 2800 Quebec St., N. W., Washington 
8, D. C., Secretary-Treasurer. 

AMERICAN Psycu1aTnic AssociaTiIon, INc., Hotel Traymore, Atlantic City, 
N. J., May 9-13. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City 15, Utah, Secretary. 

AMERICAN Society ror CiinicaL InvestiGATiIon, Haddon Hall, Atlantic 
City, N. J., May 1-2. Dr. Saul J. Farber, N. Y. U. College of Medicine, 
550 First Ave., New York 16, Secretary. 

AMERICAN SocmTy OF MAXILLOFACIAL SuRGEONS, Ambassador Hotel, 
Los Angeles, May 15-18. Dr. Edward C. Hinds, 1508 Medical Towers, 
Houston 25, Texas, Secretary. 

AmeRIcAN Trupeau Society, Statler and Biltmore Hotels, Los Angeles, 
May 16-18. Mr. Frank W. Webster, 1790 Broadway, New York 19, 
Executive Secretary. 

AMERICAN UnoLocicat Association, INc., The Palmer House, Chicago, 
May 16-19. Mr. William P. Didusch, 1120 N. Charles St., Baltimore 1, 
Executive Secretary. 

ASSOCIATION O¥ AMEKICAN Puysicians, Haddon Hall, Atlantic City, N. J., 
May 3-4. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New 
Haven 11, Conn., Secretary. 

Geoncia, MepicaL Association or, Columbus, May 1-4. Mr. Milton D. 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Ga., Executive Secretary. 

Inuinots STATE Mepicat Society, Hotel Sherman, Chicago, May 24-27. 
Dr. Harold M, Camp, Monmouth, IIl., Secretary. 

Loursiana Srate Mepicai Society, Capitol House, Baton Rouge, May 
2-4. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary- 
Treasurer, 

MASSACHUSETTS MeEpiIcAL Socrery, Statler-Hilton Hotel, Boston, May 17- 
19, Mr, Everett R. Spencer Jr., 22 The Fenway, Boston 15, Director of 
Public Relations and Administration, 

Mepicat Lisrarny Association, Inc,, Muehlebach Hotel, Kansas City, 
Mo., May 16-20, Miss Nettie A. Mehne, Upjohn Company Library, 
301 Henrietta St., Kalamazoo, Mich., Secretary. 

Minnesota State Mepicat Association, Kahler Hotel, Rochester, May. 
Mr. Harold W. Brunn, 496 Lowry Medical Arts Bldg., St. Paul 2, Execu- 
tive Secretary. 

Mississtpp1 STATE Mepicar Association, Hotel Heidelberg, Jackson, May 
10-12, Mr. Rowland B,. Kennedy, P. O. Box 4606, Fondren Station, 
Jackson, Miss., Executive Secretary. 

NATIONAL TuBERCULOsIs AssociATION, Statler & Biltmore Hotels, Los 
Angeles, May 15-20. Mr. James G. Stone, 1790 Broadway, New York 
19, Executive Secretary. 

New Jersey, Mepicat Society or, Chalfonte-Haddon Hall, Atlantic City, 
May 14-18, Mr. Richard I. Nevin, P. O. Box 904, Trenton 5, N. J., 
Executive Officer. 

New Mexico Mepicat Society, Western Skies Hotel, Albuquerque, May 
10-18, Mr. Ralph R. Marshall, 220 First National Bank, Albuquerque, 
N. M., Executive Secretary. 

New York, Mepicat Society or THE State or, Hotel Statler Hilton, 
New York City, May 7-13. Dr. Herbert T. Wagner, 750 3rd Ave., New 
York 17, Executive Director. 

Nontu Carnourna Mepicar Socrery, Hotel Sir Walter, Raleigh, May 1-4. 
Mr, James T. Barnes, Capital Club Bldg., Raleigh, N. C., Executive 

Secretary. 
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State Mepicat Association, Sheraton Cleveland, Gleveland, week 
of May 15. Mr. Charles S, Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

OxianoMa State Mepicat Association, Oklahoma City, May 1-4. Mr. 
R. H. Graham, 601 N. W. Expressway, Oklahoma City, Okla., Executive 
Secretary. 

Rane Eartus BiocHeMIcAL AND MepicaL RESEARCH CONFERENCE, 
lowa State University, Ames, Iowa, May 11-13. J. G. Graca, Ph.D., Col- 
lege of Veterinary Medicine, I. S. U., Ames, Iowa, Program Chairman. 

Ruope Istanp Mepicat Socrety, May 10-11. John E. Farrell, Sc.D., 106 
Francis St., Providence 3, R. I., Executive Secretary. 

Socrety or AMERICAN BACTERIOLOGISTS, Bellvue-Stratford Hotel, Phila- 
delphia, May 1-5. Dr. E. M. Foster, 311 Bacteriology, U. of Wisconsin, 
Madison 6, Secretary. 

Society or Pepiarric Reseancu, New Ocean House, Swampscott, Mass., 
May 3-5. Dr. Clark D. West, The Children’s Hospital, Cincinnati 29, 
Secretary. 

Sourn Association, Ocean Forest Hotel, Myrtle 
Beach, May 17-19. Mr. M. L. Meadors, 309 W. Evans St., Florence, 
S. C., Executive Secretary. 

SrupENT AMERICAN MEDICAL ASSOCIATION, Statler-Hilton Hotel, Los 
Angeles, May 5-8. Mr. R. F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Director. 

Wisconsin, State Mepicat Society or, Hotel Schroeder, Milwaukee, 

May 3-5. Mr. C. H. Crownhart, 330 E. Lakeside St., Madison 5, Wis., 

Secretary. 


June 


AMERICAN ACADEMY OF TUBERCULOSIS PuysicIANs, Miami Beach, Fla., 
June 21, Dr. George P. Bailey, P. O. Box 7011, Denver 6, Secretary. 
AMERICAN COLLEGE OF Cuest Puysicians, Miami Beach, Fla., June 8-12. 
Mr. Murray Kornfeld, 112 E, Chestnut St., Chicago 11, Executive 

Director. 

AMERICAN Association, Inc., Hotel Deauville, Miami Beach, 
Fla., June 11-12. Mr. J. Richard Connelly, 1 E. 45th St., New York 17, 
Executive Director. 

AmeriIcAN Geriatrics Society, Americana Hotel, Miami Beach, Fla., 
June 9-10. Dr. Richard J. Kraemer, 2907 Post Road, Warwick, R. I., 
Secretary. 

AMERICAN MEDICAL WoMEN’s AssociATION, June 9-12. Mrs. Lillian T. 
Majally, 1790 Broadway, New York 19, Executive Secretary. 

AMERICAN RHEUMATISM AssociATION, Hotel Diplomat, Miami Beach, Fla., 
June. Mr. Gerard W. Speyer, 10 Columbus Circle, New York City, Ex- 
ecutive Secretary. 

AMERICAN THERAPEUTIC SocreTy, Barcelona Hotel, Miami Beach, Fla., 
June 9-12. Dr. Oscar B. Hunter Jr., 915 19th St., N.W., Washington 6, 
D. C., Secretary. 

ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, INC., Miami, Fla., June. 
Dr. Lorand V. Johnson, 10515 Carnegie Ave., Cleveland 6, Secretary- 
Treasurer. 

Enpocrine Society, Eden Roc Hotel, Miami Beach, Fla., June 9-11. Dr. 
Henry H, Turner, 1200 N. Walker, Oklahoma City, Okla., Executive 
Secretary. 

IpaAno STATE MEDICAL AssociATION, Sun Valley, June 15-18. Mr. Armand 
L. Bird, Sonna Bldg., Boise, Idaho, Executive Secretary. 

Marne MepicAt Association, Hotel Samoset, Rockland, June 19-21. 
Dr. Daniel F. Hanley, P.O. Box 240 Brunswick, Maine, Executive 
Director. 

Socrety ror InvesTIGATive DermMato.ocy, Inc., Miami Beach, Fila., 
June. Dr. Herman Beerman, 255 S. 17th St., Philadelphia 3, Secretary- 
Treasurer. 


INTERNATIONAL AND FOREIGN 
1959 
July 


British Mepicat Association, Edinburgh, Scotland, July 18-24. For in- 
formation address: The Secretary, British Medical Association, Tavistock 
Square, London, W. C, 1, England. 

CANADIAN MEDICAL AssociATION, Edinburgh, Scotland, July 18-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

European Concress or NeurosurGery (First), Zurich, Switzerland, July 
16-19. Dr. Gerhard Weber, c/o Hospital Cantonal, Clinique Neuro- 
chirurgicale, Ramistrasse 100, Zurich, Switzerland. 

INTERNATIONAL CONGRESS OF PEDIATRICS, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 
25, Que. 

INTERNATIONAL ConGRESS OF RADIOLOGY, Munich, Germany, July 23-30. 
For information write: Sekretariat, des 9, Internationalen Kongresses fiir 
Radiologie, Reitmorstrasse 29, Munich 22, Germany. 

INTERNATIONAL MEDICAL CONGRESS ON MENTAL RETARDATION (FimsT), 
Eastland Hotel, Portland, Maine, July 27-31. Dr. Ella Langer, State 
House, Augusta, Me., Chairman, Committee on Finance and Arrange- 
ments, 

INTERNATIONAL PsYCHOANALYTICAL AssociIATION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

Suaio FounpaTion SymMpostum ON Hotel 
Tequendama, Bogota, Colombia, July 27-31. Dr. Alberto Vejarano, 
Fundacion A, Shaio, Clinica: Carretera de Suba, Bogota, Colombia. 


August 


INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History OF ScIENCE, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof, J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 


(Continued on page 44) 
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thrombophlebitis and 
pulmonary embolism 


ACTASE 


TRADEMARK 


Fibrinolysin (Human) 


DISSOLVES INTRAVASCULAR CLOTS 
ACTASE isa highly purified preparation of the naturally occurring! enzyme fibrinolysin. Its ability to 
liquefy intravascular clots* and restore patency to obstructed vessels has been clinically demonstrated.54 


PROVEN CLINICALLY 
ACTASE IN VENOUS THROMBOSIS (171 PATIENTS)* ACTASE IN PULMONARY EMBOLISM (33 PATIENTS)* 


Good 26% Questionable 24% 


Poor {| 9% Poor 6% 


*Adapted from Singher, H. 0., and Chapple, R. V.5 


SAFETY-—In recommended dosage ACTASE does not interfere with blood coagulation. 


ADMINISTRATION—ACTASE is administered by intravenous infusion over a 2-hour period. 
ACTASE is most effective when given soon after the formation of the clot. The concomitant use of 
anticoagulants is recommended. A temperature rise (1° to 5.2° EF) may occur with ACTASE. This 
may be ameliorated with conventional antipyretic therapy. 


CONTRAINDICATIONS: Hemorrhagic diathesis; major liver dysfunction; hypofibrinogenemia. 


SUPPLIED: Vials of 50,000 Fibrinolytic Units. 


Complete information available on request. 


REFERENCES: (1) Astrup, T.: Lancet 2:565 (Sept. 15) 1956. (2) Cliffton, E. E.: Ann. New 
York Acad. Sc. 68:209 (Aug. 30) 1957. (3) Cliffton, E, E.: J. Am. Geriatrics Soc, 6:118, 1958. 
(4) Sussman, B. J., and Fitch, T. S. P.: J.A.M.A. 167:1705 (Aug. 2) 1958. (5) Singher, H. O., 
and Chapple, R. V.: Clin. Med. 6:439 (March) 1959. 


ORTHO PHARMACEUTICAL CORPORATION 
RARITAN, NEW JERSEY 
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INTERNATIONAL CONGRESS OF PuysIOLOGICAL ScrENCES, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

PAN-AMERICAN ConGRESS OF VETERINARY Kansas City, Mo., 
U. S. A., Aug. 23. Dr. Benjamin D. Blood, P. O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

Spanish AND LATIN AMERICAN ConGress ror THE Dear (First), Madrid, 
Aug. 10-14. For information write: Secretaria General del I Congreso 
Iberoamericano de Sordos, Calle de la Beneficencia, 18-bis., Madrid, 
Spain. 

c on Mepicat Epvucation, Palmer Chicago, 
I, . A., Aug. 30-Sept. 4. For information address: . Louis H. 
wed is Columbus Circle, New York 19, N. Y., U. S. _ 

Worip Concress or THE Dear, Tump, Wiesbaden, Germany, Aug. 22- 
26. For information write: Organisations-Biiro, Deutscher norlosen 
Bund, Gabelsbergerstrasse 2, Frankfurt am Main, Germany. 

Worup Feperation ror Menta Heactn, Barcelona, Spain, Aug. 30- 

Sept. 5. Miss Esther M. Thornton, 19 Manchester St., London, W. 1, 

England, Secretary-General. 


September 


Concress oF INTERNATIONAL UNION OF Rau-way MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

Evnopean Concress or ALLEency, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Write: Fleming 
Institute, St. Mary’s Hospital, W. 2, England. 

European Concress or RueuMATisM, Istanbul, Turkey, Sept. 18-21. For 
information address: Professor Hami Kocas, Medical School, Ankara, 
Turkey. 

European Socrery or (SEVENTH ConGREss), Bedford 
College, London, Sept. 7-12. For information write: Dr. E. Neumark, 
Department of Pathology, St. Mary’s Hospital, London, W. 2. 

Eunorean SYMpostuM ON PoLIOMYELITIS, FirrH, Munich, Germany, Sept. 
6-9. Dr. P. Recht, 56, rue Charles-Legrelle, Brussels, Belgium, Secretary- 
General. 

INTERNATIONAL CARDIOVASCULAR SociETY, Munich, Germany, Sept. 18-20. 
Dr. Henry Haimovici, 715 Park Ave., New York 21, Secretary-General. 

INTERNATIONAL Concress OF Am PoLLuTION, New York City, Sept. 9-10. 
For information write: American Society for Mechanical Engineers, 
29 W. 39th St., New York 18. 

INTERNATIONAL CONGRESS OF CANCER CyTOLoGy, Madrid, Spain, Sept. 21- 
Oct. 3. For information write: Mrs. E. L. Maselli, P. O. Box 633, Coral 
Gables, Fla. 

INTERNATIONAL CoNGRESS OF NepHrotocy, Geneva, Switzerland, and 
Evian, France, Sept. 3-5. For information write: Dr. G. Richet, Hospital 
Necker, 149 rue de Sevres, Paris 7e, France. 

INTERNATIONAL Leacue RueuMmatisM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL SYMPOSIUM ON ANTI-INFECTIOUS AND ANTIMITOTIC 
Cuemornerary, Geneva, Switzerland, Sept. 12-13. For information 
write Dr, P. Rentchnick, Case Stand 471, Geneva, Switzerland. 

INTERNATIONAL TuserncuLosis Conrerence, Istanbul, Turkey, Sept. 11- 
18. Dr. T. I. Gokee, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL PREss, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bunde Cologne, 
Germany. 

Concress ror Puysicat THerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

Worip Mepicat Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


Brarrish Mepican AssociaTION, ANNUAL CLINICAL MEETING, Norwich, 
Oct. 22-25. For information write: Dr. W. Hedgcock, B. M. A. House, 
Tavistock Square, London, W. C. 1, England. 

CANADIAN Socrety For THE Stupy or Featicity, Queen Elizabeth Hotel, 
Montreal, Oct, 23-24. Dr. Jean F. Campbell, 238 Queen’s Ave., London, 
Ont., Canada, Secretary-Treasurer. 

CONGRESS OF THE ASSOCIATION OF FRENCH SPEAKING Puysicians, Lau- 
sanne, Oct. 7-9. For information write: Prof. Delore, 13, rue Jarente, 
Lyon, France. 

ConcGress or THE FRENCH-SPEAKING ASSOCIATION Or PEDIATRICS (17TH), 
Montpellier, France, Oct. 12-14. Prof. Jean Captal, 2, Enclos Tissie 
Sarrus, Montpellier, France, Congress President. 

INTERNATIONAL ConGrRESS OF THERAPEUTICS, Strasbourg, France, Oct. 
19-81. For information write: Professor Fontaine, Doyen de la Faculte 
de Strasbourg, France, President. 

INTERNATIONAL CONVENTION ON NUTRITION AND VITAL SUBSTANCES 
(51u), Konstanz-Zurich, Switzerland, Oct. 7-11. For eSomnetion write: 
Secretary-General, Bemmeroderstr. 61, Hannover-Kirchrode, y. 

INTERNATIONAL UNION AGAINST THE VENEREAL DISEASES AND THE 
TrePoneMAToses, London, Oct. 13-17. For information write: Institut 
Alfred Fournier, 25 Boulevard Saint-Jacques, Paris 14, France. 


November 


BanaMas Mepicat ConrenreNce, British Colonial Hotel, Nassau, Nov. 27- 
Dec. 17. For information write: Dr. B. L. Frank, P. O, Box 4037, Fort 
Lauderdale, Fla. 

INTERNATIONAL SYMPOSIUM ON CARDIOLOGY IN AVIATION, School of Avia- 
tion Medicine, Brooks Air Force Base, Texas, Nov, 12-13. For informa- 
tion write: Dr. Lawrence E. Lamb, Chief, Department of Internal Medi- 
cine, School of Aviation Medicine, Brooks Air Force Base, Texas. 
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December 


BanamMas SurnGicAL ConFERENCE, British Colonial Hotel, Nassau, Dec. 28- 
Jan. 16. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 


1960 
January 


BAHAMAS MEDICAL SERENDIPITY CONFERENCE a. British Colonial 
Hotel, Nassau, Jan. 17-30, For information write: Dr. B. L. Frank, P. O. 
Box 4037, Fort Lauderdale, Fla. 

PaN-AMERICAN CONGRESS OF OPHTHALMOLOGY, Caracas, Venezuela, Jan. 
$1-Feb. 7. For information address: Mr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, S&o Paulo, Brazil, 


March 


INTERNATIONAL SYMPOSIUM ON “THE BLOop PLATELETS,” Henry Ford 
Hospital, Detroit, March — Shirley A. Johnson, Ph.D., Henry Ford 
Hospital, Detroit it'2, Chairman. 


April 


ASSOCIATION OF NATIONAL EUROPEAN AND MEDITERRANEAN SOCIETIES OF 
Gastro-EnTEROLOGY (ASNEMGE), 61TH Concress, Leiden, Nether- 
lands, Apr. 20-24, For information write: ASNEMGE, 22, avenue 
d’Amerique, Anvers, Belgium. 

BanaMas Mepicat ConFrEeRreENcE, British Colonial Hotel, Nassau, Apr. 
1-14. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 
Lauderdale, Fla. 


May 


Astan-Pacivic CONGRESS OF Melbourne, Aus- 
tralia, May. 23-28. Dr. A. E. Doyle, Al Ib » &. 2, 
Victoria, Australia. 

INTERNATIONAL COLLEGE OF SURGEONS, INTERNATIONAL ConGress, Rome, 
Italy, May 15-18. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Pan AMERICAN MEDICAL AssociIATION ConGRESs, Mexico City, May 2-11]. 
Dr. Joseph J. Eller, 745 Fifth Ave., New York 22, Director 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THE JouRNAL. Unless specifically 
stated, the American Medical Association neither approves nor 
disapproves of the articles reported. 


MAGAZINES 


Consumer Reports, August, 1959 

“Artificial Respiration” 
Techniques are described for mouth-to-mouth and mouth- 
to-nose resuscitation for adults and children. 

“Salt and Water and You” 
The article discusses the water and salt balance of the 
body—particularly in hot weather. It recommends that “For 
the ordinary perspiration that occurs in hot weather, it is 
not necessary to take salt. However, newcomers to the 
tropics, persons in occupations associated with continuous 
sweating, and those who engage in strenuous sports ac- 
og by prolonged sweating may need to take salt 
tablet 


Journal of Lifetime Living, August, 1959 
“More Years for Blood Pressure Patients,” 
Coleman 

A round-up of drugs and diets for persons with high blood 
pressure. The article quotes Dr. Robert H. Wilkens, former 
president of the American Heart Association: “High blood 
pressure is now a manageable disease. And any person who 
discovers it early enough and allows his physician to treat 
it persistently enough can look forward to a full life ex- 
pectancy.” 


Parents’ Magazine, August, 1959 
“The Doctor Said: Your Baby’s Foot Is Twisted,” by Sally 
Van Schaick 
Early diagnosis of a clubfoot and proper treatment by an 
orthopedist save a young boy from permanent malformation 
of the foot. 


by Charles H. 
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new COMBINACE 


Calcium and sodium alginates, diocty! sodium sulfo- 


succinate and anthraquinone derivatives from cas- 
EFFECTIVE cara, Mead Johnson 

provides combined ingredients for coordi- 

nated bowel conditioning 


M ULTI p LF + prevents and corrects hard stools 
+ provides smooth “hydrasorbent” bulk 
ACTI ON + provides gentle peristaltic stimulation 
Only one to three Combinace Tablets daily 
provides effective relief for the problem of 


F 0 YOU I chronic constipation. As Feightner states 

..- Anew laxative agent, Combinace, com- 

bining... stool softening action...with a 

CH RO N ICALLY mild peristaltic stimulant and an effective 


hydrasorbent bulking agent, was an effec- 

C0 N STl ATED tive laxative agent in the treatment of 
chronically constipated, habitual cathartic 
users.””? 


PATIENTS 


\ Mead Johnson 


Symbol of service in medicine vedel 
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SOCIETY PRESIDENT SECRETARY MEETING 


American 

Public Health Association........................] Leona Baumgartner, New York City........| Berwyn F. Mattison, 1790 Broadway, New York 19. .| Atlantic City, N. J., Oct. 
Radium Society Fpecdore R. Miller, New York 16 R. L. Brown, Robt. Winship C Emory Univ., Atlanta. Ga. | San Juan, R., Mar, 17-19 
Rheumatism Assn mnie oo} Charley J, Smith, Denver. | Mr. G. W. Speyer, 580 Park » New York 2 .| Washingt D. C., June 
Roentgen Ray Society Barton R. Young, Philadelphia... jood, 1 Minn” ..|Cineinnati, Sept. 22 
School Health Asan Delbert Oberteuffer, Columbus, Ohio ‘Kent, Ohio... Atlantic City, N. J., 
Society for Clinical Investigation Robert W. Berline, Bethesda, Md é Fa 550 Ist vew York ..| Atlantic City, N. J., 
Society for Experimental Pathology W. B. Wartman, Chicago. McManus, U of Ala. Med. Center, Birmingham, Ala. 
Society for Pharm. & Ex, Ther. Louis 8_ Goodman, Salt Lake City. .|K. HL. Beyer Jr., Merck Sharp & Dohme, West Point, .{Chieago, April 
Society for the Study of Sterility Charles Lee Buxton, rh Haven, Conn...| H. H. 4 Birmingham, Ala ..|Cineinnati, Apr. 1- 
Society of Anesthesiologists Daniel C. Moore, Seatt Gina . BE. Remlinger, 802 ‘Ashland Ave., Wilmette, Il | Bal Hatbour, Tia, 
Society of Biological Chemists Harland G. Wood, Cleveland. rank W, tn. . of Fla., Gainesyille.. 
Society of Clinical Pathologists Edward L. Burns, Toledo, Ohio.. 2052 N. Orleans, Chicago if. 
Society of Maxillofacial Surgeons Casper M. Eps 3 | & © s, 1508 Medtet goats, Houston 25, a 
Society of Plastic & Reconst, Surg Louis T. Byars, St. Louis 8 . Thomas a Broadbent, 508 E. 8. Temple, Salt take’ City. 
Society of Tropical Medicine & Hygiene Lewis R. B. Hill, 3575 St. Gaudens ha. 


Surgical Assn Warren H. Cole, A. Altemeier, Cincinnati Gen. Hosp., Cincinnati Sulphur Springs, W. Va., 


Therapeutic Society... Charles Leedham, B. Hunter Jr., 915-19th St., N.W., Washington 6, D.C, Beac h, 
Trudeau Society Roger 8. Mitchell, Denver noha Mr. F. W Webster, 1790 Broadway, New York 19 Los Angeles, ‘ay i - “ 
Urological Assn William M. Coppridge, L Raines, 188 S. Bellevue Blvd, Memphis, May 
Venereal Disease Assn Nicholas J. Fiumara, Bosto Shepard, State a of Health, + a ae 
Veterinary Medical Assn R. E. Rebrassier, Columbus, "Ohio i. ¥. Kingman Jr., 600 8. “Ave., C ..| Kansas City, Mo., Aug. 24-28 
for Research in Nervous & Ment. Dis.|Lee Eaton, Rochester, M Rollo J. Masselink, 700 W. 
for Research in Ophthalmology. James H. Allen, New Orleans....... ...| Lorand V. Johnson, 10515 Carnegie Ave., ; Miami, June 
of American Medical Colleges. John McK Mitchell, Philadelphia ow» | Richard H. Young, 2530 Ridge Ave., Evanst n .| Chicago, Nov. 2-4 
of American Physician William B. Castle, Boston P. B. Beeson, Yale U. Sch. of Med., New Gove 11, Gonn...| Atlantic City, N. J., May 3-4 


as . 
of Life Ins. Med Dir. of America Henry B. Kirkland, Newark, N. J.. Royal 8. Schaaf, P. O. Box 594, Newark 1, N. ..| New York City, Oct. 21-23 
of Medical Illustrators Miss Kay Hyde, San Francisco 21. M ose M. Rexnolds, — and Dewey A ve., Omaha 6......| Seattle, Oct. 5-7 
‘ of Military Surgeons of U, 8. } H. H. Twitchell, APO 633, New York c. Bitner, 1726 I N.W., Washington 6, D. Washington, D. C., Nov. 8-11 
of Public Health Phys. Sanford P. Lehman, Seattle................ .| Joseph M. Bistowish., Box 1117, Tallahassee, Fis’ 
ssn. of State & Territorial Health Officers|D. Gill, Montgomery, Ala | F. Shanholtz, State Office Bidg., Va...............] Washingtoa, D. 
al Photographic Assn Mr. Leo Massopust, Milwaukee..........] Miss J. Waters, Box 1668, Grand Central P. O., N. 17....] Montreal, ‘Aug. 31-Sept. 2 
Louis 8 att Edwin J. DeCosta, 104 8. Michigan Ave., Chica. cago | Chicago, 26 


Central Assn, of Ob. & Gyn AX el N Arneson, St. ‘ 
Central Neuropsyehiatric Assn. Hamilton Ford, Galveston, Texas...........| R. M. Patterson, Ohio 8. Univ. Col. of Med., Columbus, 10. “Ohio w Orleans, 
Central Society for Clinical Research Edgar 8. Gordon, Madison 6, Wis...........| Austin 8. Weisburger, 2065 Adelbert Rd., Chica : 
Central Surgical Asso Charles D. Branch, Peoria, Ml. A. D. MeLachiin. Victoria Hosp., Lon don, 

Clinical Orthopaedic Soclety. Atha Thomas, Denver H. Franz, 1810 Wealthy St. 8.E., 

College of American Pathologists | Charles P. Larson, Tacoma, Wash.. R H. Dearing, Prudential Feaee, Suite 2115, Chicago 1 
Gerontological Societ Mr. Louis Kuplan, Sacramento, Calif. Robert W. Kleemeier, St. Loui ; 
Industrial Medical Association D. John Lauer, ..| Clark_D. Bridges, 28 E. Jackson, “Chicago 


Internat’! Coll. of Surgeons, U. 8. Section| Edward L. Compere, Chicago...... | earl Meyer, 1516 Lake Shore Dr., Sept. 


Interstate Postgrad, Med. Assn. of N. A Samuel Marshall, Boston ..| Erwin R. Schmidt, Box 1109, Madison 1 : Chicago, Nov. 2-5 
Medical Library Asen Miss Mildred Jordan, Atlanta, Ga. Miss Nettie A. Mehne, 301 Henrietta St., ees. | Mich. | Kansas City, =, ed 16-20 
National Medical Assn ..| R. Stillmon Smith, Macon, Ga................./ John T. Givens, 1108 Church 8t., Norfolk 10, Va Detroit, Aug. 
National Multiple Sclerosis Society Mr. Ralph (. Glock, New York Mr. Donald Vail, 257 Fourth Ave., New York | sone New York, Siar, cw 
National Proctologic Assn Peggy Cornet, Chicago Heights, | George E. Mueller, 59 E. Madison St., Chicago Chicago, 59 
National Tuberculosis Assn ..|H. MeLeod Riggins, New York 19..... Mrs. Wallace B. White, 1790 Broadway, New York 19 | Los Angeles, May 
Neurosurgical Society of America Collin 8, MacCarty, Rochester, ... | Raymond K. 803 1........] Del Monte Lodge, coir Mar. 
: Radiological Society of North America Laurence L. Robbins, Boston 14 . |D. 8. Childs, 713 E. Genesee St., Syracuse 2, N. | Chicago, Novy. 15-20 
5 Society for Investigate Dermatology Thomas B. Fitzpatrick, Boston............. Herman Beerman, 359° 8. 17th St, Philadelphia 3.. .|Miami Beach, Fla., June 
Society for Pediatric Research Henry L. Barnett, New York 61 .. |Clark D. West, Children’s ‘Cincinnati. Swampscott, May 3 
? Society for Vascular Surgery Arthur H. Blakemore. New York 32. Henry Swan, 4200 East 9th Ave., Denver 20..... 4 
Society of American Bacteriologists Charles A. Evans, Seattle E. M. Foster, Univ. of Wisconsin, Madison 6, Wis.. ..| Philadelphia, May 1-5 


Society of Clinical Surgery James Priestly, Rochester, see... = F. F. Albritten, Jr., ae of Kans, Kansas City, Kan.. 
Society of Neurological Surgeons FF y, St. Louis & ‘| Bronson 8. Ray, 525 E. 68th St., New York 21. : 

Society of University Surgeons. 7 . New York Ben _Eiseman, 4200 E. “Oth Denver 20 ..|Minneapolis, Feb. 11-13 
Southeastern Surgical Congress. K T. Beasley, 45 Edgewood Aye., 8.E., Atlanta 3, Ga........./New Orleans, Mar. 21-24 
Southern Medical Assn Milford 0. Rouse, as............|Mr. V. O. Foster, 2601 Highland Ave., Birmingham 5, Ala.| Atlanta, Ga., Nov. 16-19 
Southern Surgical Assn James D. Rives, N | George G. Finney, 2947 St. Paul St., peltimere 18... 

Southwestern Medical Assn : Louis G. Jekel, enix, yam. : Russell L. Deter, 1501 Arizona St., El Paso, Tex.. Roswell, N. M., Nov. 5-7 
Southwestern Surgical Senayems 2 Fred H. Krock, Smith, Ark. C. M. O'Leary, 1213 Med, Arts Bidg., Oklahoma City. Las Vegas. Nev., Mar. 28-: 
Student American Medical Assn. coves | Mr, W. RB. Kirkham, Oklahoma City......| Mr. Russell F.’ Staudacher, 430 N. Michigan, Chicago 11 Los Angeles. May 

The Endocrine Society Dwight Ingle, Chicago H. Turner, 1200 N. Walker St., Oklahoma City Miami Beach, Fia.. June 9- ll 
Western Industrial en Assn... Edward J. Zalk, los. Angeles 14 A. C. Remington, 9851 Sepulveda Bivd., Los Angeles 45 Los Angeles, Oct. 2-3 
Western Orthopedic Assn William F. Stanek, Denver 6 Miss Vi Mathiesen, 354-2Ist St., Oakland 12, Calif. Denver, Oct. 18-2: 

Western Society of Electro-Encephalography| Donald B. Lindsley, Los Angeles 24. Kenneth A. Blinn, 4120 Atlant ie Ave., Long Beach, Calif. 

Western Surgical Assn James T. Priestley, Rochester, Minn John T. Reynolds, 612 N. Michigan Bivd., , Chisago 11. .| Colorado Springs, Cols, Nov. 19-21 
Woman Auxiliary to the Am. Med. Assn...|Mrs, Frank Gastineaux, Indiinapolis Miss Margaret Wolfe, 535 N. Dearborn cerage 10........| Miami Beach, June "a 

World Medical Asan tCharles Jacobsen, Denmark Louis H. Bauer, 10 Columbus Circle, how York 19 Montreal, Canada, -12 
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mee “I work every day to earn our daily bread—the least “Regardless of what the sign says, you've 
, you can do is get up and toast it.” come to the wrong place for a diagnosis.’ 
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"Get some exercise... 
take up a sport...” 
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You Can Rely on Your 
Walgreen Pharmacist for 
Truly Dependable Prescription Service 
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for full corticosteroid benefits 


new Gammacorten 


..-@ potent, highly effective corticosteroid; 
profound anti-inflammatory activity, with min- 
imal potential for corticosteroid side effects 


this arthritic] 
needed 
Gammacorten 


How this arthritic—and others—responded to Gammacorrten is shown on the following pages 


With GAMMACoRTEN, a full measure of corticosteroid benefit can now be brought to 
patients who have heretofore obtained less than optimal benefit from adrenocorti- 
coid therapy. In practice, the increased activity of GAMMACORTEN means maximal 
mobility for the arthritic; maximal freedom from attack for the asthmatic; rapid and 
complete resolution of lesions for the dermatologic patient. Unwanted adrenocorti- 
coid effects are relatively infrequent with GAMMACORTEN. Should side effects occur, 
they can be usually managed by reducing dosage or by supplemental measures. 


Photographs used with permission of patients. 


: 
: 
q ¥. a 
ar 
7 


these arthritics needed Gammacorten 


PATIENT W. M., 42, has had rheumatoid 
arthritis since September 1955. Previ- 
ous treatment included prednisone. Con- 
siderable soreness, pain and stiffness, 
particularly in shoulders, hands and 
elbows. Major complaint was pain in the 
hands. There was swelling in the finger 
joints, with ulnar deviation of the hands 
and slight contracture of the elbows. 


BEFORE GAMMACORTEN: Patient J. D., 58, 
had arthritis since 1935. Previous treat- 
ment included prednisone. At time of 
examination, shoulder, arm, and finger 
joints were frozen. J. D. could not but- 
ton his shirt or perform other functions 
without help. He had pain all the time. 
Hands were badly deformed. Unable to 
move arms away from body; shoulders 
appeared frozen. 


BEFORE GAMMACORTEN: W. M. cannot flat- 
ten hand on table; finger joints ex- 
tremely swollen; he could not move his 
hands without pain. 


ONE WEEK AFTER GAMMACORTEN: 4b. D. has 
shown remarkable improvement; was 
able to raise arms to shoulder level with- 
out incurring pain, 


ONE WEEK AFTER GAMMACORTEN: W, M. can 
flatten hand without pain, swelling is 
considerably reduced. Measurement of 
grip shows increased hand strength. 


ONE WEEK AFTER GAMMACORTEN: Fingers, 
although permanently deformed, have 
regained some usefulness; can button 
jacket, extract cigarette and strike match. 


Gammacorteri 


(dexamethasone CIBA) 


Ct Be 
UMMIT 


‘i | 
| 
2/2698 MK+3 
q 


for full corticosteroid benefits: new Gammacorten 


this arthritic 
needed 
Gammacorten 


BEFORE GAMMACORTEN: M. S. demonstrates 
the position necessary to put on his hat 
(range of motion was so restricted that 
he could not comb his hair). 


AFTER ONE WEEK OF GAMMACORTEN: M. S. 
could put on his hat normally, could 
comb hair; function near-normal at end 
of first week of treatment. 


PATIENT M. S., age 81, at time of first visit was in severe pain and very un- 
comfortable. Complained of swelling of wrists, legs, various joints; there 
was pain and stiffness in cervical area and lower spine; pain, swelling and 
limited motion in the fingers; slight ulnar deviation of the hand. He could 
not raise his arms above the level of his shoulders. 

Treatment and Result: After 36 hours of GAMMACORTEN therapy, M. S. had 
“‘complete relief.’’ Joint swelling had decreased, pain was almost absent, 
range of motion had increased dramatically. At the end of the first week 
Of GAMMACORTEN he was free of discomfort and able to return to his job 


as a porter. 


BEFORE GAMMACORTEN: His fingers were 
extremely painful and were so swollen 
that a size 11 jeweler’s ring would not 
fit over his small finger. 


AFTER ONE WEEK OF GAMMACORTEN: Size 11 
jeweler’s ring passes easily over previ- 
ously swollen joint. At end of first week, 
“puffiness” had virtually disappeared. 


Photographs used with permission of patient. 


BEFORE GAMMACORTEN: Hands were so 
painful, stiff and swollen that M. S. 
could not flatten hand or extend fingers 
on flat surface. 


AFTER ONE WEEK OF GAMMACORTEN: Pain 
completely subsided. M. S. can flatten 
hand, extend fingers and flex in normal 
manner without pain. 
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Berore GammacorteN: M. S: could not 
raise arms above shoulder level; even 
the degree of motion shown was ex- 
tremely painful. 


AFTER ONE WEEK OF GAMMACORTEN: Range 
of motion and rotation dramatically in- 
creased; M. S. could move arms without 
pain for the first time in months. 


SUMMIT. N 


How to use Gammacorten 


in arth ritis — An initial dosage of 1.5 to 3 mg. per day 
(2 to 4 tablets divided into 3 or 4 doses). This dosage should be 
continued until a satisfactory symptomatic response is obtained — 
usually within 3 or 4 days. After a favorable response has been 
obtained, reduce dosage by 1/3 every 2 to 3 days until either main- 
tenance dosage is established or therapy can be discontinued. 
Satisfactory control can often be maintained with as little as 0.75 
mg. to 1.5 mg. per day. 


in asthma and allergy-.m status astaman. 
cus: Initial daily dosage of GAMMACORTEN is 7.5 to 10 mg. (10 to 13 
tablets divided into 3 or 4 doses). As soon as the acute state is 
controlled, reduce dosage slowly by 1/3 to- 1/4 until a satisfactory 
maintenance level is reached or until therapy is discontinued. 


IN CHRONIC BRONCHIAL ASTHMA: Initial dosage is 1.5 to 3 mg. of 
‘GAMMACORTEN per day (2 to 4 tablets divided into 3 or 4 doses). After 
a satisfactory response has been obtained, decrease dosage by 1/3 
every 2 to 3 days until either maintenance lével has been determined 
or therapy can be discontinued. Asthmatics can often be main- 
tained for long periods on as little as 0.75 mg. to 1.5 mg. of 
GAMMACORTEN daily. 

IN INTRACTABLE HAY FEVER: Start with 2 to 3 mg. (3 to 4 tablets 
divided into 3 or 4 doses) of GAMMACORTEN per day. Symptoms 
should be promptly relieved; prolonged maintenance therapy is 
unnecessary for these self-limiting disorders. 


in skin disorders — start with 2 to 3 mg. (3 to 
4 tablets divided into 3 or 4 doses) of GAMMACORTEN daily. Satisfac- 
tory control is usually obtained at this dosage level. In chronic 
conditions, dosage should be decreased by 1/3 every 2 to 3 days 
until either a satisfactory maintenance level has been achieved or 
therapy can be discontinued. In acute or self-limiting disorders, 
treatment may be discontinued as soon as control has been obtained. 


SUPPLIED: GAMMACORTEN Tablets, 0.75 mg. 2/ 2009 wK-2 


Gammacorter 


(dexamethasone CIBA) 
...a potent, highly effective corticosteroid; 
profound anti-inflammatory activity, with min- 
imal potential for corticosteroid side effects 
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The look of 3 A.M. 


“Send tetanus antitoxin!”’ The call had come from a 
Baltimore hospital. An accident victim. Jack Normile 
snapped the receiver in place. Minutes later, 

he and a Wyeth detail representative were at the 
refrigerator of the Wyeth Baltimore Warehouse, 

and the drug was on the way. 


Emergency service like this is a matter of course to 
Jack Normile. One of the “night-people”? No, but 
it often seems so to physicians, pharmacists, and 
hospitals with,a sudden need for a drug after hours. 
As Wyeth’s Branch Warehouse Manager in 
Baltimore, Jack makes certain that he or one of his 
staff can be reached no matter what time it is. 


Jack Normile has been in the thick of things almost 
from the day he joined Wyeth eighteen years ago in 
Chicago. Now serving thousands at professional and 
trade levels in Maryland and surrounding states, 

he assures the ready availability of products 

for medical practice. Whatever is needed, 

whenever and wherever it’s needed, he sees to it 

that the drugs go out. 


And all this is repeated in the fourteen other Wyeth 
Warehouses strategically situated throughout the 
country to serve the fifty states. Like Jack Normile 
and his staff, Wyeth Warehouse people everywhere 
are part of a network of service to physicians— 

a team prepared day in and day out for both the 
routine and the emergency needs of medical practice. 


Wyeth 


Philadelphia 1, Pa, 
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COPYRIGHT 1959 THE COCA-COLA COMPANY “COCA-COLA” IS A REGISTERED TRADE-MARK 


Once in a while, the demands of dedication can best be served 
by a momentary “about face” loved the world over 


as “the pause that refreshes” with ice-cold Coca-Cola. 
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-/antibiotig | 
post-surgical infections 
genito-urinary infections 
respiratory tract infection 
ue to staph or “gram-negatives’ 
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POSTABORTAL SEPSIS 
“PROMPT DEFERVESCENCE” AND RECOVERY WITH KANTREX 


HOSPITAL DAYS 1 2 3 4 5 6 


105 4 
104 
103 4 


in genito-urinary infections 
(due te steph or “gram-negatives”) 
A. a 27-year-old: female 

with postabortal :epsis due to 
E. coli and Staph. albus had 


100 4 
99 4 
98. and curettage 

WBCK 1000} 13.4 20 64 


Penicillin 
Streptomycin 
KANTREX 


pe 


APPENDICEAL ABSCESS 


“prompt defervescence” and 


yecovery with after 
2 other antibiotics had proved 


ineffective. No toxic effects 
were observed. 
~ Rutenburg, A. M., Koota, 
G. M., and Schweinburg, 
Annals NY. Sci. 76: 348, 
1958. 


“DRAMATIC” RESULT WITH KANTREX AFTER OTHER ANTIBIOTICS FAIL 


HOSPITAL DAYS 2 


141618202224 26 


1057 
... in-skin, soft tissue and 
post-surgical infections 
idve te steph or “gram-negatives”’ | 
1024 
J. H. W., 12-year-old boy-with 


appendiceal abscess due to — 


Staph. aureus, showed a wisi 
“clear-cut" and “dramatic” 994 
sponse to KANTREX after 3 98 


other antibiotics had failed. 97 


No toxic reactions were noted. 
Yow, M., and Monzon, 0. 
Annals N.Y. Acad. Sci. 
72, Chloramphenicol 


KANTREX (mg./kg./day) 


STAPH PNEUMONIA 
KANTREX SUCCESSFUL; 3 OTHER ANTIBIOTICS INEFFECTIVE 


redhuc 


ients with renal insufficlency Betalure indefipite! 
| to aveld the risk of 


NTREX 


BRISTOL LABORATORIES INC., Syracuse, New York 


INJECTION 


KANAMYCIN SULFATE INJECTION 


KANTREX sensitivity discs and comprehensive 
literature available on request. 


in respiratory jract infection: 


to staph er 


T. A., a 4-week-<ild female m- 
fant with pneumonia, pyo- 


derma and septicemia due to 


Staph. aureus showed @ 


prompt beneficial effect and 
uneventful recovery with 
after 3 other anti: 
 bioties had proved unsuccess- 
fel. “No serious untoward 
reactions were observed” 


~Riley, H.D., Je: éntibiotics 
Annual 1958-1959, p. 623. 
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For prompt’ therapeutic results, KANTREX is a “right choice” 
nay 
| 
101 
Staph. albus 
| 
| 
104 Pleural be 
103. L Pleural pe 
100 
99. | 
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TRIAMINIC provides around- 
the-clock freedom from hay 
fever and other allergic respir- 
atory symptoms with just one 
tablet q. 6-8 h. because of the 
special timed-release design. 


Phenylpropanolamine HCI 
Pheniramine maleate 


running noses 
> 


SMITH-DORSEY «+ 


Each TRIiAMINIc timed-release tablet provides: 
50 mg. 


&-. and open stuffed noses orally 


a division of The Wander Company - 


when pollen allergens 
attack the nose... 


Triaminic provides effective therapy in 
respiratory allergies because it combines 
two antihistamines'? with a decongestant. 


These antihistamines block the effect of histamine on the 
nasal and paranasal capillaries, preventing dilation and 
exudation.® This is not enough; by the time the physician 
is called on to provide relief, histamine damage is usually 
present and should be counteracted. 


The decongestive action of orally effective phenylpro- 
panolamine helps contract the engorged capillaries,* 
reducing congestion and bringing prompt relief from 
nasal stuffiness, rhinorrhea, sneezing and sinusitis.* 


TRIAMINIC is orally administered, systemically distributed 
and reaches all respiratory membranes; it therefore avoids 
nose drop addiction and is not likely to cause rebound 
congestion.®* TRIAMINIC can be prescribed for prompt 
relief in summer allergies, including hay fever. 

References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


Also available: TRIAMINIC syRUP for those 
) patients of all ages who prefer a liquid 
medication. Each 5 ml. teaspoonful is 
equivalent to 4 Triaminic Tablet or 14 
Triaminic Juvelet. TRIAMINIC JUVELETS 
provide half the dosage of the Triaminic 
Tablet with the same timed-release action 
for prompt and prolonged relief. 


Lincoln, Nebraska +* Peterborough, Canada 
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female 


BEFORE THE MENOPAUSE, 
localized urethral infection is highly prevalent but ‘‘easily overlooked’’ because pain 


and discomfort are frequently referred to other areas.' 


FURACIN? INSERTS eormery rurscin urethrat suppositories) 


BRAND OF NITROFURAZONE 


are antibacterial... anesthetic... gently dilating... provide rapid control of both 
pain and infection”. ..0.2% Furacin and 2% diperodon-HCl (an efficient local anesthetic), 
in a water-dispersible base. Each hermetically sealed in silver foil, box of 12. 


AFTER THE MENOPAUSE, 
estrogen deficiency leads to atrophy of the urethral mucosa, irritation, 


increased susceptibility to infection...a frequent source of pelvic distress.* 


FURESTROL’ SUPPOSITORIES 


are estrogenic as wel! as antibacterial, anesthetic and gently dilating... 

provide “progressive histologic normalization’’ and prompt symptomatic relief*. 
0.2% Furacin, 2% diperodon-HCl, and 0.0077 % (0.1 mg.) diethylstilbestrol, 

in a water-dispersible base. Each hermetically sealed in orchid foil, box of 12. 


REFERENCES: 1. Barrett, M. E.: J. M. Assoc. Alabama 26:144, 1956. 2. Youngblood, V. H.: 

J. Urol., Balt., 70:926, 1953. 3. Youngblood, V. H.; Tomlin, E. M.; Williams, J. O. and Kimmelstiel, P.: 
Tr. Southeast. Sect. Am. Urol. Assoc., Atlanta, Ga. (Apr. 7-11) 1957, p. 40-43. 4. Youngblood, V. H.; 
Tomlin, E. M. and Davis, J. B.: J. Urol., Balt., 78:150, 1957. 


NITROFURANS —a unique class of antimicrobials EATON LABORATORIES, NORWICH, NEW YORK 
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In the menopause... 
transition without tears 


Milprem promptly relieves emotional distress 
with lasting control of physical symptoms 


| TEV ® | In minutes, Milprem starts to ease anxiety and 
it depression. It relieves insomnia, relaxes tense muscles; 
alleviates low back pain and tension headache. As the 


patient continues on Milprem, the replacement of estrogens 


Supplied in two potencies for dosage flexibility: . 
MILPREM-400, each coated pink tablet contains 400 mg. Miltown checks hot flushes and other physical symptoms. 


(meprobamate) and 0.4 mg. conjugated estrogens (equine). 


MILPREM-200, each coated old-rose tablet contains 200 mg. Easy dosage schedule: One Milprem tablet t.i.d. 


Miltown and 0.4 mg. conjugated estrogens (equine). ° ° : ° 
Both potencies in bottles of 60. in 21-day courses with one-week rest periods; during the 


Literature and samples on request. rest periods, Miltown alone can sustain the patient. 


® 
\)?) WALLACE LABORATORIES, New Brunswick, N. J. 
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helps them weather the hay fever season 


BENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 
in allergic patients. You can help your patients to enjoy greater com- 
fort during the hay fever season by prescribing BENADRYL. Its 
potent antihistaminic action rapidly relieves nasal blockage, rhi- 
norrhea, sneezing, itching, and related allergic reactions, while its 
atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms. BENADRYL Hydrochloride (diphenhydra- 
mine hydrochloride, Parke-Davis) is available in a variety of con- 
venient forms including: Kapseals,* 50 mg. each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and Emplets,® 50 mg. each, for delayed action. 
For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 
10 mg. per cc.; ead Ampoules, 50 mg. per cc. 
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Ow indicated in: 


MUSCLE STIFFNESS, 
PAIN OR SPASTICITY 


LUMBOSACRAL STRAIN 


to relieve pain 


SACROILIAC STRAIN 


and stiffness WHIPLASH INJURY 


BURSITIS 

an muscles 
TENOSYNOVITIS 
FIBROSITIS 
FIBROMYOSITIS 
LOW BACK PAIN 
DISC SYNDROME 
SPRAINED BACK 
“TIGHT NECK" 


TRAUMATIC STRAINS 
AND BRUISES 
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a Exhibits analgesic properties, which 
often modify central perception of pain without 
abolishing natural defense reflexes 


= Relaxes abnormal tension of skeletal muscle 


CARISOPRODOL 
N-isopropyl-2-methyl-2-propyl-1,3-propanediol dicarbamate 


Soma has an analgesic action which often modifies central pain 
perception without abolishing peripheral pain reflexes. Patients say 
that they feel better and sleep better. 


Soma also relaxes muscle hypertonia, with its stresses on related 
ligaments and skeletal structures, 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


WELL TOLERATED. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been 
reported. Some patients may become sleepy on high dosage. 


easy TO use. Usual adult dose is one 350 mg. tablet 3 times daily and 
at bedtime. 


supp.ied: Bottles of 50 white coated 350 mg. tablets. 


Literature and samples on request, 


® 
Ww} WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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to stop as well as prevent 
nausea and vomiting 
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completely 
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Acts at the CTZ 
Tigan blocks emetic impulses at the chemoreceptor trigger zone (CTZ),' a medullary structure 
which activates the vomiting center. 


Well tolerated 

In extensive clinical studies,?> Tigan has demonstrated a virtually complete absence of side 
effects. It has demonstrated no sedative properties;** therefore, patients receiving Tigan may 
drive an automobile without the hazard of drowsiness, and carry on their household activities 


without being troubled by added lethargy or sleepiness. 


Unsurpassed specificity 

The mode of antiemetic action is the only similarity between Tigan and the phenothiazines. 
Chemically and pharmacologically they are completely unrelated.’ Tigan has exhibited no tran- 
quilizing properties, hypotensive action, supramedullary effects, extrapyramidal tract stimulation 
or hepatic toxicity.7> In laboratory findings there has been not one reported instance of 
abnormality due to Tigan.?* 


No known contraindications 
There are no known contraindications, no special precautions to complicate Tigan therapy. 


no known contraindications...no sedative propertics...no tranquilizer side effects 


Suggested Uses: To control, both prophylactically and thera- References: 


peutically, nausea and vomiting associated with pregnancy, 
travel sickness, gastrointestinal disorders, operative proce- 1. W. Schallek, G. A. Heise, E. F. Keith and R. E. Bagdon, 
dures, carcinomatoses, toxicoses, other underlying disease J. Pharmacol. & Exper. Therap., in press. 


processes, drug administration and radiation therapy. 2. Reports on file, Roche Laboratories. 
Dosage: Four times a day, or as directed by tie ga 3. O. Brandman, paper read at Colloquium on the Pharma- 
cological and Clinical Aspects of Tigan, New York City, 
Adults and Children 
over 90 lbs lor2 2 cc (200 mg) 4.1. Roseff, W. B. Abrams, J. Kaufman, L. Goldman and 
A. Bernstein, J. Newark Beth Israel Hosp., 9:189, 1958. 
See (5 
30 to 60 Ibs 1 1 ce (100 ma) 5. W. B. Abrams, I. Roseff, J. Kaufman, L. Goldman and 
60 to 90 lbs 1 1% ce (150 mg) A. Bernstein, paper read at Colloquium on the Pharma- 


How Supplied: Tigan capsules, 100 ie biknsed hie = cological and Clinical Aspects of Tigan, New York City, 
bottles of 100 and 500. Tigan ampuls, 2 ce (100 mg/cc) — May 15, 1959. 
boxes of 6 and 25. 


Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


ROCHE LABORATORIES 


TIGAN™™:—brand of trimethobenzamide ROCHE® 
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“has a more prompt, 
more potent 

and more prolonged effect 
than the vitamin K analogues” 


Vitamin K, 


chemically identical with naturally-occurring vitamin K; 


e helps prevent hypoprothrombinemia, the most common neonatal 
cause of hemorrhagic disease of the newborn 


e helps reduce incidence of intracranial hemorrhage due 
to hypoprothrombinemia 


Dosage: Prophylactically, 0.5 to 2 mg. to the mother before or during labor, 
- or to the child soon after delivery. If actual hemorrhage occurs, up to 10 mg. 
may be given intravenously to the newborn and repeated if necessary. 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 
50 mg.; boxes of 6 ampuls. 
*Council on Drugs: New and Nonofficial Drugs, Philadelphia, J. B. Lippineott Co., 1958, p. 620. 


MEPHYTON is a trademark of Merck & Co., ine. 


&D MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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The new Sanborn 100 Viso electrocardio- 
graph: two speeds...25 or 50 mm/sec... 
clearly defined, permanent traces on 6cm 
charts...normal, 14, or 2-times recording 
sensitivity . . . two additional inputs for 
recording other phenomena, plus outlet for 
connecting monitoring oscilloscope .. . 15 
transistors saving space, weight, and power...and the mobility 
of 29 pounds, complete... make this 
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EIGHT-HUNDRED FIFTY DOLLARS DELIVERED CONTINENTAL U.S.A. © © SANBORN COMPANY *&© WALTHAM, 
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Curb appetite with 
virtually no 
CNS stumulation... 


NEW 


(diethylpropion ‘National’) 


“,..a well-tolerated, clinically 
effective drug for the suppression 
of appetite in all age groups....”” 


effectively curbs appetite'* Composition: 1-phenyl-2-diethylamino- 
Dosage: One tablet 3 times daily, at least 
stimulation one-half hour before meals. If desirable, 
gw can be taken in the evening” an additional tablet may be given in the 
evening. 


m encourages patient Side Effects: Clinically, side effect 
lee ide Effects: Clinically, side effects are 
: cooperation rare. Approximately 3 per cent of the 
= well tolerated, even by patients report dryness of the mouth or 


patients with hypertension thirst. An occasional patient may com- 
or cardiac disease® plain of constipation: this may be re- 
lieved by appropriate measures. 


Supplied: Tablets of 25 mg. Bottles of 100. 


References: 1. Ravetz, E.: Evaluation of Anorexigenic 
Products, presented at the Symposium of the Michigan 
Academy of General Practice, Detroit, Michigan, March 4, 
1959. 2. Spielman, A. D.: Clinical Evaluation of Diethyl- 
propion: A New Antiappetite Compound, ibid. 3. Huels, 
H. G.: Clinical Approach to Treatment of Obesity, ibid. 


Products of Original Research SY THE NATIONAL DRUG COMPANY 
Philadelphia 4h, Pa. TRADEMARK : TEPANIL 
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pioneer in 
thyroid standardization 


In all conditions requiring substitution 
i therapy with thyroid hormone 


F Supplied in 4, V2, 1, 2 and 5 grain strengths, 


KANKAKEE, ILLIN 
A Leader in Biochemical Research 
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Virchow 


Rudolph Ludwig Carl Virchow was born in . . . 1821, 
at Schilvelbein, a small town near Stettin in Pomerania. . . . 
He received his medical training at the Friedrich-Wilhelm 
Institut, Berlin, . . . at a time when the study of cells was 
first introduced into the curriculum. He received his doc- 
| torate in 1843 and because of his superior ability and intelli- 
gence he was released from active service in the Army and 
| in 1844 was appointed assistant to the prosector of anatomy 
at the Charité Hospital and began researches of a chemical 
and microscopical nature. . . . In 1847 he [became] external 
lecturer in pathology at the University of Berlin, and . . . in 
collaboration with his friend Reinhardt he founded his . . . 
Archives (Archive fiir Pathologische Anatomie und Physi- 


ologie und fiir Klinische Medizin), through the medium of 
which he came to wield an immense influence on pathology. 
In 1848 he was sent to investigate a severe epidemic of 
hunger typhus (relapsing fever) in Silesia. The appalling 
conditions under which the people lived made a profound 
impression on Virchow and . . . he denounced the evils from 
which the disease stemmed and demanded extensive reforms. 
He joined the ultra-radical party and denounced the inepti- 
tude of the administration. . . . He was dismissed from his 
appointments in Berlin [but] . . . was at once offered the 
professorship of pathology and the directorship of the newly 
founded Pathological Institute at Wiirzburg. . . . During the 
next seven years he devoted his time almost wholly to re- 
search, to building up the Archives and founding a school of 
pathology as a branch of biology based, not on speculation 
and theorising, but on the methods that had been so success- 
fully utilised in the study of physiology, chemistry and 
physics. It was during this period that he developed his 
conception of cellular pathology. The term appeared for the 
first time in his Archives in 1855... . 
He refused several chairs of pathology in other Universi- 
ties but when, in 1856, in spite of bitter political opposition, 
he was offered a chair of Pathology at Berlin he accepted. . . . 
However, he named his own conditions, among which was 
the establishment of a new pathological institute. This was 
established at the Charité Hospital and there he lectured on 
the new pathology and trained many German and foreign 
students. In 1858 the first edition of “Cellular Pathology” 
appeared. 
In 1859 Virchow re-entered political life, being elected to 
the City Council on which he served till his death. Politics 
| to Virchow meant concern with the welfare of the people 
| and were closely connected with epidemiology, sanitation 

and hygiene. In 1861 he was elected to the Prussian Diet 
_ and led the opposition against Bismarck. Bismarck was so 
annoyed by the “little professor” that he challenged him to 
a duel. . . . He [Virchow] seems to have been politically 
minded even in his student days although he said, “I did 


not push my way into politics. The events pushed me into 
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it.” . . . In the Preface to Cellular Pathology he says: “I 
insist on my rights, and therefore I respect the rights of 
others. This is my standpoint in life, in politics, in science. 
We owe it to ourselves to defend our rights, because this is 
the only guarantee of our individual development and of our 
influence on the community.” . . . He was a man of tre- 
mendous energy and superb health; one of those who re- 
quire little sleep, five hours a day was sufficient for him. As 
he grew older honours of all kinds were showered upon him 
and he became a greatly respected international figure.— 
R. Williamson, Rudolph Virchow 1821-1902—Die Zellulare 
Pathologie 1858, Cambridge University Medical Society 
Magazine, Michaelmas, 1958. 


Through a Glass Darkly 


The most impressive poetic document of loneliness from a 
mental patient of which I know has been written by Eithne 
Tabor, a schizophrenic patient at St. Elizabeths Hospital: 

Panic 
And is there anyone at all? 
And is 
There anyone at all? 
I am knocking at the oaken door... 
And will it open 
Never now no more? 
I am calling, calling to you— 
Don’t you hear? 
And is there anyone 
Near? 
And does this empty silence have to be? 
And is there no-one there at all 
To answer me? 


I do not know the road— 
I fear to fall. 

And is there anyone 

At all? 


Another patient, after her recovery, wrote the following 
poem, “The Disenchanted,” which she dedicated to me: 
The demented hold love 
In the palm of the hand, 
And let it fall 
And grind it in the sand. 
They return by darkest night 
To bury it again, 
And hide it forever 
From the sight of men. 


In another poem, “Empty Lot,” also written after her 
recovery, she depicted symbolically what loneliness feels 
like: 

No one comes near here 

Morning or night. 

The desolate grasses 

Grow out of sight. 

Only a wild hare 

Strays, then is gone. 

The landlord is silence. 

The tenant is dawn. 
Frieda Fromm-Reichmann: Loneliness, Psychiatry, February, 
1959. 


ANNOUNC 
| 
OU 


CHYMAR’ OINTMENT 


PROTEOLYTIC - ANTIBIOTIC 


CORTICOID ACTIVITY 
E 
cleans the wound 

e removes necrotic tissue, crusted 


cell debris, pyogenic membrane, 
exudates 


exposes wound surface to full 
effects of the anti-infective and 
anti—inflammatory agents 


clears infection 
e destroys both gram—negative and 
gram—positive bacteria 


e prevents further bacterial invasion 


controls inflammation 
e reduces topical erythema, edema 
and pruritus 


e keeps patient more comfortable 
while lesions heal 


Beneficial in treatment of contact 
dermatitis, infectious dermatitis, 
seborrheic dermatitis, stasis dermatitis, 
neurodermatitis (infected), burns (2nd 
and 3rd degree), cuts and abrasions, 
otitis externa, boils, psoriasis, 
impetigo, pruritus ani, 
abscesses, pustular lesions, 
mycosis fungoides 
(secondarily infected), 

ulcers (topical,e.g. 

decubitus, cautery, 
osteomyelitis, varicose). 


Each gram contains: 
Proteolytic Activity* 
10,000 Armour Units 
Neomycin Palmitate (as base) 3.5 mg. 
Hydrocortamate Hydrochloride 1.25 mg. 
In a water-miscible ointment base. 
Available in 1/6 oz. (5 Gm.) and 4 oz. 
(15 Gm.) tubes. 


"Provided by a of the p 
enzymes (e.g. chymotrypsin and trypsin). 
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ANNOUNCING a potent, low-dose antihistamine 
for allergic patients who must 


remain active and alert' 


HISPRIL 


brand of diphenylpyraline hydrochloride 


Spansule’ 5 mg. 


ADVANTAGES: 


*Trademark 


brand of sustained release capsules 


andlablets 2 mg. 


1. Often works where certain other antihistamines have failed. 

2. Minimal incidence of side effects. 

3. All-day, all-night protection with a single ‘Spansule’ 
capsule q12h. 

Smith Kline & French Laboratories, Philadelphia 


SMITH 
KLINE 
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| anxiety 
and 
tension 

your 

patient 

can meet 

the 


rigors 
of life 


lethargic 
inattentive 


Jitteriness, apprehension, nervousness and the enervating insomnia which 
characterize the “anxiety state’”’ encountered in daily practice are easily con- 
trolled by small, daytime Butisol® dosage. 


® 
odium 


butabarbital sodium 


As shown recently' in a prolonged comparative study of routine anxiety 
patients, Butisol was found to “produce satisfactory daytime sedation...with 
minimal occurrence of untoward reactions. Large nighttime hypnotic doses are 
unnecessary in the majority of patients.’ 

1. Batterman, R. C.; Grossman, A. J.; Mouratoff, G. J., and Leifer, P.: A Clinical Re-evaluation 
of Daytime Sedatives, Scientific Exhibit, Annual Meeting of AMA. San Francisco, June 23-27, 1958. 


2. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Fed. Proc. 17:373 (March) 1958. 


BUTISOL sodium® TABLETS « REPEAT-ACTION TABLETS « ELIXIR » CAPSULES 
McNEIL LABORATORIES. INC. ¢ PHILADELPHIA 32. PA. 


McNEIL 


—_ 
| 
: 
| | not... 
Pit 


PURE ANTIHISTAMINE ACTION 
A PHARMACOLOGIC FACT 

ER 

AR DROSS 


BECAUSE DISOM 
SHEDS THE MOLECUL 


— 
+, 
ng 
an 
% 


NEW...IN THE TREATMENT OF 
ALLERGIC DISORDERS 


high therapeutic index”’ 
¢ unsurpassed clinical efficacy 

¢ highly effective in exceptionally small doses 
“« side effects reduced to minimal level 


Disomer....a scientific contribution 


1 


in the pharmacology of antihistamines! 


Incorporating the newest knowledge of structure- 
function relationships, DisoMER comes close to 
the therapeutic ideal of pure antihistamine activ- 
ity. DISOMER represents the d-isomer of racemic 
brompheniramine maleate. In shedding the 
l-isomer a high point in clinical effectiveness is 
achieved while side effects are reduced to a 
minimal level. 

Therapeutic results have been noteworthy with 
88% effectiveness reported.* Equally noteworthy 
is the low incidence of clinically significant adverse 
reactions. Indeed, the sole side effect reported was 
occasional, mild drowsiness in only 5% to 6% of 
patients. 


With DisoMER your allergic patient remains your 
alert patient while enjoying unsurpassed freedom 
from allergic symptoms. Ready now for your pre- 


scription—DisoMER is available in a variety of 
dosage forms to fit your patients’ individual 


requirements. Availability: 


DISOMER CHRONOTAR® 6 mg. 
2 mg. per 5 cc. 
Usual dosage: 
*Chronotab 


References: (1) Gould, A. H. and Long, D. L.: Clinical 
Pharmacology and Therapeutic Use of Dexbromphen- 
iramine Maleate (Disomer), a new Histamine Antago- 
nist (submitted for publication). (2) Medical Department, 


White Laboratories, Inc. 


WHITE LABORATORIES, INC. 
Kenilworth, New Jersey y 
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U LT R A N : helps you to restore assurance 


In a wide range of diseases which are primarily organic, apprehension, anxiety, 
| and tension may obstruct recovery. In such cases, adjunctive therapy with 
i Ultran as an aid to your reassurance will often equip the patient better 
for a smooth return to normal living. 


Ultran (1) allays apprehension and anxiety, (2) relieves neuromuscular 
tension, and (3) enhances the effectiveness of analgesic therapy. 


Supplied in Pulvules® of 300 mg. (usually 1 t.i.d.) and scored tablets 
of 200 mg. (usually 1 q.id.). 


Ultran® (phenaglycodol, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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PRACTICAL STEPS FOR THE FAMILY PHYSICIAN IN THE 
PREVENTION OF EMOTIONAL DISORDER 


Gerald Caplan, M.D., D.P.M., Boston 


HE etiology of emotional disorder in any 

T individual case is very complicated. Many 

interacting factors are involved, including 

those based on constitution, childhood ex- 
periences, later life problems and their solution, and 
details of the unfolding of the processes of growth 
and development in interaction with the forces of 
the emotional and material environment. 

If one looks at this problem from an epidemi- 
ologic point of view it is still complicated, but it is 
simpler: by this I mean a study of the factors in 
one community which are responsible for its having 
a higher incidence of cases of emotional disorder 
than another community. Such studies isolate cer- 
tain common factors which operate to influence all 
members of a community. These factors do not 
determine the fate in any individual case, but they 
lead to communitywide differences in the frequency 
of certain psychological illnesses. 

Viewed from this standpoint it is possible to dis- 
cover certain general factors which can be com- 
bated on a communitywide level. Programs to alter 
these factors may not affect the fate of any particu- 
lar person but are likely to reduce the number of 
cases which occur during a subsequent period in 
that community. 

In connection with these factors the following 
consideration seems important: The mental health 
of an individual is dependent on the continuous 
satisfaction of special requisites in the patterns of 


The style of work of the family physician 
is fundamentally different from that of the 
psychiatrist, but the family physician who 
seriously wishes to enlarge the scope of his 
practical operations with respect to the men- 
tal health needs of his patients does well 
to build up a working relationship with a 
psychiatrist of his choice. This can greatly 
improve his ability to recognize emotional 
needs in families, to prepare married couples 
for emotional problems like those of preg- 
nancy, to help families go normally through 
periods of separation or bereavement, and 
generally to use his knowledge of the family 
in order to contribute to its stability. His 
traditional role brings him into contact with 
many people at times of crisis. At such times 
he can exert a particularly powerful effect 
on their mental health by steering them away 
from maladaptive solutions and toward ade- 
quate solutions of their life problems. 


his psychological interaction with certain other peo- 
ple. We can speak loosely about a person having 
psychological needs which have to be satisfied in 
his interactions with others. The most obvious need 


Based on a lecture read before the Honolulu Medical Society, August, 1957. 
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people to talk to. For years we have realized that 
isolation has a potent harmful effect on mental 
health. For centuries men have tortured their fel- 
lows by marooning them on desert islands, by soli- 
tary confinement in prisons, or by ostracism in the 
social setting. The list of needs also includes the 
opportunity to give and receive love and affection, 
to be dependent and to be depended on, to satisfy 
cravings to be controlled and to control, and to be 
a member of a social group in which one’s identity 
and personality are respected and accepted, so that 
one’s achievements are rewarded by praise and 
one’s difficulties are lightened by sympathy and 
understanding. 

In all cultures there exist within the structure of 
the society small groups of people who are bound 
together by significant emotional ties, and within 
these groups the psychological needs of the indi- 
vidual members are satisfied. Biological ties are 
usually the basis of these fundamental groupings, 
and some form of family structure is universal. In 
different cultures the pattern of families varies, but, 
whether one studies the small family of modern 
Western urban culture, the large extended family of 
earlier Western rural culture or certain present-day 
Oriental cultures, or the matriarchal families of 
other cultures, we find that certain roles or tasks 
of psychological significance are allotted by tradi- 
tion to each of the family members, that the sum of 
these tasks usually satisfies the needs of all the 
members, and that this sum is distributed among 
the members of the group so that no necessary role 
is left out. 

In recent years we have discovered that the inter- 
active possibilities afforded by the intact structure 
of the family are as necessary to mental health as 
the provision of adequate nutritional supplies are 
to physical health. When the traditional pattern of 
any family is altered by situational factors, the 
mental health of its members is endangered. This 
danger is greatest for the younger children, in the 
same way that nutritional deficiencies are most dan- 
gerous during early developmental phases, but the 
danger is also present for the mature adults. 

Another similarity to physical nutrition is that if 
all goes well we do not usually realize the impor- 
tance of these factors. The satisfaction of needs in 
an intact family takes place silently and automati- 
cally. It is only when the family structure is de- 
ficient that difficulties become obvious; since fami- 
lies are ubiquitous it has taken us a long time to 
realize the obvious fact of their importance for 
mental health and the close connection between 
defects in their structure and subsequent emotional 
disorders among certain of their members. 
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Importance of the Family Physician in Promoting 
Mental Health 


From all this it follows that professional workers 
who deal with people as members of a family have 
a special place in programs of mental health pro- 
motion. The family physician is a worker with a 
uniquely important role in this regard. He is usually 
called in to a family to handle symptoms of physi- 
cal disorder in one or more of its members. In deal- 
ing with this traditional task he may well add 
another dimension to his practice and focus his 
interest on those elements of the situation which 
involve dangers to the social structure of the family 
group, therefore involving dangers to the future 
mental health of its members. The concept of the 
family as a unit, and the physician as a worker 
with responsibilities to the whole unit, implies not 
only that he may accept as a patient any individual 
family member but also that when he is called in 
to deal with the symptoms of one member he will 
widen the focus of his interest to include all the 
others, whether from the point of view of their 
involvement in the etiology of his patient’s condi- 
tion or from the point of view of the effects of his 
patient on them as a group. This responsibility has 
been clear for years in cases of contagious disease, 
but we now realize that it applies equally, if not 
more so, to the social and psychological side-effects 
and sequelae of any illness. This latest insight is, as 
is often the case in medicine, a reformulation of old 
traditional knowledge; the family physicians in our 
parents’ generation understood this quite well, al- 
though they may not have been able to spell it out 
as explicitly as we can nowadays. Increasing com- 
plexity in the medical sciences, increasing speciali- 
zation, and increasing concentration on the exciting 
new discoveries in somatic medicine have to some 
extent pushed these old insights into the back of 
our minds. In the hurly-burly of busy practices, and 
in the absence of strong protagonists, they have 
fallen into disuse. 

Moreover, the older training of physicians by the 
apprentice system allowed young men to acquire 
many of the skills of psychosocial management of 
the family by modeling themselves on the practice 
of experienced preceptors. The knowledge they 
acquired was not to be found in books but in the 
life situations of their apprenticeship. Nowadays 
the old type of apprenticeship is usually missing, 
and the books still say very little about all this—at 
least very little that is useful at a practical level— 
because the writers of these books have usually not 
carried out their studies within the framework of 
the actual situations of general medical practice but 
in the very specialized and unique conditions of 
psychiatric clinics and psychological laboratories. 

Exhortations by psychiatrists that the family phy- 
sician should play his part in promoting mental 
health are no great help. The family physician asks, 
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“Exactly how should I do this?” and the psychiatrist 
usually has no concrete answer. In this paper I will 
attempt to begin to give a concrete answer—or at 
least to indicate specific avenues for practical ex- 
ploration. 

Before ending this introduction, I would like to 
mention one other point which supports the impor- 
tance of the family physician in community pro- 
grams of preventive psychiatry. He is one of the 
key community workers who has contact with peo- 
ple when they are in a state of crisis. Physical ill- 
ness may be a turning point which determines a 
change in the whole course of a person's existence; 
it is important to realize that during the relatively 
short period of the few weeks or months of the ill- 
ness all kinds of decisions may be made and all 
kinds of psychological reorientations, as well as al- 
terations in the structure and functioning of fami- 
lies, may be worked out which will affect the type 
of interpersonal relationships and character of in- 
trapersonal functioning for a long time to come. 

Psychiatrists have recently joined the ranks of 
those who are very interested in the way people 
solve the emotional and social problems of periods 
of life crisis. Previously, it was mainly novelists and 
dramatists who were interested in this topic, but 
nowadays we psychiatrists realize that the future 
mental health of people may be determined at crisis 
times by the quality of their problem-solving meth- 
ods. One type of solution of a set of problems may 
lead to greater mental health, which explains why 
many people become more mature as a result of 
satisfactorily overcoming life’s difficulties. Another 
type of solution may lead to mental ill health, either 
immediately or in the future, and either directly for 
that individual or indirectly for his dependents due 
to damage of his emotional relationships with them. 

People become emotionally disturbed during 
these crisis periods, but the anxiety, depression, 
tension, and hostility are not to be confused with 
symptoms of psychiatric illness, which they super- 
ficially resemble. They are the signs in the emo- 
tional sphere which show that an active struggle is 
in process inside that individual in his attempts to 
wrestle with his problems. At the end of the few 
weeks of crisis these symptoms will disappear, once 
some kind of solution has been achieved. This solu- 
tion may be a healthy one. On the other hand it 
may be an unhealthy one, and in that case either at 
once or in the future the individual will manifest 
neurotic or psychotic symptoms which represent a 
pathological way of dealing with his life problems 
through some form of irrational and psychologically 
distorted pseudo-solution. 

The most important point for preventive psy- 
chiatry is that the type of problem solving during a 
crisis can be powerfully influenced by the helpful 
or hindering intervention of other people, both in 
the family circle and from the outside, in the form 
of the physician and other community agents. 
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When the balance of forces is upset in a crisis a 
minimal intervention may produce major and stable 
results by determining to which side the balance 
will come down. 

This means that the operations of the family 
physician during any of his visits for whatever 
reason to a family in crisis may have a major effect 
on the pattern of resolution of that crisis and on the 
members’ future mental health. 

I wish now to concentrate on examples of certain 
practical implications for the operations of the fam- 
ily physician that arise out of these theoretical con- 
siderations. 

Safeguarding the Integrity of Family Structure 

The general practitioner has many opportunities 
in his practice to help keep families from breaking 
up temporarily or permanently; or, if this can not 
be avoided, to help them find substitutes for roles 
which the family break-up has left vacant. 

Most important is the prevention of separation of 
the mother from the family circle or from one of her 
children. Bowlby ' and other workers have shown 
fairly conclusively that the separation, for any 
appreciable time, of the stable mother figure from 
a child during the first few vears of its life exerts a 
damaging effect on the development of the child’s 
personality, leading in severe cases to extreme forms 
of psychological and psychosomatic illness. If the 
physician is aware of this, he will be alert to explore 
practical alternatives to any plan for removing a 
mother or a child from the home because of illness. 
Often the removal from home is quite inevitable 
because the nature of the illness demands hospi- 
talization, but frequently the physician may be able 
to plan for this absence to be short and for the 
remainder of the treatment to be carried out at 
home. The fact that the mother is physically in- 
capacitated certainly will influence her ability to 
fulfill many of the demands of the mother role, but 
her mere presence in the home will allow her, 
through repeated contacts with other family mem- 
bers, to maintain the emotional bonds of comfort 
and sympathy and mother love which are the emo- 
tional nutrients the others need. 

Of course such a plan implies the need for nurs- 
ing and homemaker services to care for the patient 
at home and to take over her housewifely duties. 
The physician should be active in helping the fam- 
ily secure such services either from the ranks of the 
extended family of grandparents, aunts, sisters, and 
cousins; from neighbors and friends; or, if these are 
not available, from professional workers. When the 
latter are not available I believe that local physi- 
cians should actively campaign among appropriate 
community agencies for their provision. Family 
physicians should be as interested in the adequacy 
of community agency provision in this area of 
homemaker services as they are in the standards of 
their local hospitals, since both affect the quality of 
the professional care they can give their patients. 
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The feeling in regard to hospitalization of young 
children should be that of avoiding or postponing 
or shortening it whenever possible. With modern 
methods of diagnosis and treatment and effective 
home nursing, many types of cases which in the 
past necessitated admission to children’s hospitals 
can be treated at home. 

When separation is inevitable the physician 
should encourage frequent and regular visiting to 
maintain channels of communication and continu- 
ation of the emotional links. 

In 1952 in England, as a result of Bowlby’s re- 
searches, the Ministry of Health issued a directive 
to permit and encourage daily visiting in children’s 
wards. In the United States this is also becoming 
common pediatric practice, and some new chil- 
dren’s hospitals have facilities for parents to sleep 
in the ward near their child and help with certain 
nursing procedures. This has led to inevitable com- 
plications in ward management and new problems 
for the nursing staff, but none of these have proved 
insoluble and they are a small price to pay for the 
results in terms of the safeguarding of the person- 
ality development of the children. 

The physician interested in the whole family 
should also be on the alert for the neglect of the 
other children when one child is hospitalized. He 
should try to mobilize the efforts of other family 
members to cover the hiatus left when a mother is 
concentrating her efforts on the ill child, and his 
activity in this regard should not stop when the ill 
child comes home. We are familiar with many cases 
of neurotic disturbance in children which started 
during periods of parental neglect due to the ill- 
ness of a sibling. 

If the mother has to go into the hospital, the phy- 
sician should try to promote communication from 
her to the other family members, particularly the 
children, through frequent verbal and written per- 
sonal messages; he should also use his best efforts 
to help the rest of the family stay together in their 
home. If the family stays together they may close 
their ranks and take over, as a group, some of the 
absent member's functions, whereas if they are split 
up this group strength is dissipated. 

In order to keep the family together the physician 
may have to mobilize other family members to 
come in and do the housekeeping, or he may have 
to call in a homemaker. Placing the children as in- 
dividuals in other homes may seem the easier way, 
but it is actually more expensive in both the short 
run and the long run. 

Another area where the family doctor can give 
invaluable mental health help is that of helping the 
father take over some of the maternal role left 
vacant by the absence of his wife. Husbands may 
need support and explicit encouragement and ad- 
vice in mothering their children during this period 
and in assuming unaccustomed leadership in house- 
keeping. Some men may be rather inhibited in 
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doing what is needed because of false feelings of 
shame about such activities being effeminate. The 


‘physician can watch out for this and throw the 


power of his prestige behind the medical prescrip- 
tions to the hesitant father. 

When the separation of the mother is permanent 
due to death or desertion the physician should in- 
terest himself actively in helping the family plan 
for her replacement by a substitute. Assistance in 
this direction, as in the other issues which have 
been mentioned, may be obtained from a family 
social agency; but the family physician, who is the 
professional person with continuing contact and 
responsibility for the whole family, should help in 
mobilizing this assistance and should coordinate 
these activities with his own and with those of other 
helping agents such as clergymen and teachers. 

The physician should be equally active if it is the 
father and not the mother who is separated from 
the family by illness, death, or social factors, such 
as employment demands or wartime needs. A wife 
needs her husband’s support, and children need the 
controlling influence of a father figure. This issue 
has been relatively neglected until recently. Inter- 
est in it has now been aroused by the realization 
that many common disorders of personality devel- 
opment in children, which lead to delinquency, 
have been influenced by the absence of a stable 
controlling father during the child’s upbringing, so 
that the external discipline which is the precursor 
of the internal discipline of the socialized person 
has been missing or defective. 

If there is no man in the house, the role of dis- 
cipliner of the children devolves largely on the 
mother, and she may need the support of the phy- 
sician, himself a potent father figure, in order to 
add this to her other roles. It may also be possible 
for him to help her out directly in certain crisis 
situations and to invoke the help of teachers and 
recreational group leaders. 

Perhaps by now it seems that I am advocating 
turning the general practitioner into a social worker. 
Nothing is further from my intention. His primary 
role must remain that of the practitioner of the 
healing arts; but if our talk of treating the whole 
person rather than the diseased organ is to be more 
than a mere slogan, we must expect the physician 
to add an interest in some of the above psycho- 
social points to his traditional preoccupation with 
physical functioning. The family physician may 
well realize that his role in the family provides him 
with both the responsibility and the opportunity to 
affect its functioning in ways which will have direct 
effects on the health of its members. So long as 
mental health and mental illness were conceived of 
as being quite separate from physical health 
and physical illness, the physician could afford to 
neglect some of these issues; but nowadays such a 
dichotomy is hard for most of us to accept and 
very hard indeed for the general practitioner who 
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deals not with bits of people or special aspects of 
their functioning, as isolated in special clinics, but 
with the whole fabric of life within the family 
circle in the home. 


Safeguarding Healthy Relationships 


The satisfaction of individual psychological needs 
in the family is dependent not only on the preserva- 
tion of the integrity of its structure but also on the 
quality of the enduring interpersonal relationships 
among its members. The mother may not be geo- 
graphically separated from her child, for example, 
but her prevailing feelings toward him may be so 
anxious, ambivalent, or rejecting that she cannot 
perceive his needs, or, if she does, she may have no 
interest in satisfying them. 

Once disordered relationships between family 
members have fully developed, treatment by a 
psychiatric specialist is usually needed to improve 
them; unless such intervention is forthcoming, a 
significant proportion of the people will eventually 
need psychotherapy for manifest psychiatric ill- 
ness. In the past few years, however, we have dis- 
covered that the disordered relationships which are 
harmful take quite a time to develop to their full 
pathogenic intensity and that during this period the 
family physician may interrupt this harmful devel- 
opment. His helpful intervention can best be fo- 
cused at certain crucial periods when disorders in 
relationships are most apt to occur in response to 
characteristic temporary situational factors. 

Pregnancy.—One such crucial period, both for 
the development of the mother-child relationship 
and for the other interpersonal relationships in the 
family, is the period of pregnancy. The mother’s 
relationship with her new baby does not begin at 
his birth but is being built up during her preg- 
nancy; the complicated metabolic development of 
this period has a characteristic effect on her emo- 
tional functioning, which in turn has reverberations 
on the emotional life of the family as a whole. 
These reverberations may lead to changes in the 
way the family members relate to the expectant 
mother and to each other, and these changes may 
become stable and may have far-reaching conse- 
quences for mental health by altering the pattern of 
need satisfaction within the family circle. 

Recent studies * on the emotional manifestations 
of normal pregnancy have yielded information 
about characteristic series of emotional changes 
which occur in many expectant mothers and which 
are apt to frighten them and to interfere with 
family life. The physician who knows the details of 
this predictable development may make powerful 
use of this knowledge. 

His main technique will be anticipatory guid- 
ance, whereby he warns the patient and her hus- 
band ahead of time what to expect and thus gives 
them the chance of preparing themselves psycho- 
logically for the difficulties. For instance, quite 
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early in pregnancy the physician should have a 
joint interview with husband and wife and let them 
both know that many women become more irritable 
and more sensitive than usual during pregnancy 
because of complicated and little-understood so- 
matopsychic factors; therefore, if in this case the 
expectant mother suddenly gets angry with minor 
provocation, laughs or weeps for no adequate rea- 
son, or has sudden attacks of depression, neither 
she nor her husband need get alarmed. These 
changes, however dramatic, are not preliminary 
signs of psychiatric illness and they will disappear 
after delivery. 

At this early conference the physician will also 
be well advised to mention the likelihood of 
changes in the pregnant woman’s sexual desire and 
performance. Changes in appetite are frequent in 
pregnancy, and this relates not only to foods but to 
sex. In regard to this topic the physician not only 
gives needed anticipatory guidance but often is 
able to act as a channel of communication between 
husband and wife in relation to topics which in our 
culture may not be easily discussed between them. 
In the absence of necessary knowledge and in the 
presence of communication blocks so that difficul- 
ties cannot be worked out by discussion, tensions 
may easily arise between husband and wife based 
on distorted interpretations of each other's atti- 
tudes. A wife, not infrequently, gets very upset if 
she loses her sexual desire or capacity for orgasm; 
she imagines she has become permanently frigid 
or that she is losing her love for her husband and 
that he will reciprocate in kind. A husband some- 
times fears that his wife is rejecting him because 
he made her pregnant, and sometimes he seeks 
alternative sources of sexual satisfaction as a re- 
action to this imagined rejection. Such unfortunate 
fantasies can be easily alleviated by the physician’s 
prior discussion of the realities of the situation. He 
can also help both parties become aware of the 
strain under which each will be laboring during 
pregnancy and help them pay special attention to 
the need to support and sympathize with the part- 
ner’s difficulties and to make allowances for signs 
of tension. 

Such joint interviews with husband and wife, 
which should if possible be repeated at least once or 
twice more during the pregnancy, have a more essen- 
tial function than just the smoothing out of expect- 
ed difficulties in the marital relationship, impor- 
tant as this is. My studies have shown that toward 
the middle of pregnancy most women become more 
passive and demanding of affection than usual. In- 
stead of being the giving person in the home, ac- 
tively attending to the needs of others, they now 
turn in on themselves and feel the need to sit 
around and be waited on. My studies have also 
shown that the adequate satisfaction of these needs 
for increased attention and affection is not only 
important for increasing the expectant mother’s 
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comfort but also plays an important part in pre- 
paring her for adequate motherhood in the first few 
months after delivery. If she receives enough affec- 
tion during pregnancy, she can give out enough 
affection to the baby. Those women who are de- 
prived during pregnancy later have a tendency to 
deprive their babies. 

Recognition of this by the physician allows him 
to play an important role in ensuring adequate 
emotional supplies at the crucial early period of the 
newborn infant's life. He cannot give the expectant 
mother affection himself, but he can try to make 
sure she gets it from the natural sources. There are 
many cultural and psychological factors which may 
block a husband’s demonstrations of affection dur- 
ing pregnancy. He may be so irritated by his wife's 
petulant behavior and by her inability to afford him 
his usual sexua] satisfaction that he turns away 
from her. He may be frightened by her increased 
demands, and he may feel she is changing her per- 
sonality and becoming lazy and spoiled. He may 
resent what he feels is her exploitation of the privi- 
leges of pregnancy. His feelings of security in his 
manly role, which are in our culture often weak- 
ened by the lack of respect we pay to expectant 
fathers, may be further endangered by his wife’s 
demands that he take over some of her maternal 
functions in the work in the house or caring for the 
other children. 

The physician has the opportunity during his 
joint conferences with husband and wife, or if nec- 
essary during an individual interview with the hus- 
band, to prevent the difficulties which may emerge 
from these factors. He can reassure the husband as 
to the normality of his wife’s reactions and as to 
their temporary nature, and he can enlist the hus- 
band’s active help in preparing for the baby by, as 
it were, “charging up his wife’s battery of affection,” 
so that she can eventually pass the emotional sup- 
plies on to the baby. Most important, the physician 
can by his own attitudes during these meetings 
help increase the husband's feeling of respect for 
the importance of his own role as an expectant 
father. This may help to prevent a not infrequent 
cause of family difficulty after the baby arrives, 
when some fathers are hampered in their paternal 
role by feelings of jealousy in regard to the baby. 

I do not wish to leave this very brief reference to 
the physician’s preventive role in emotional dis- 
orders originating during pregnancy without men- 
tioning the results of some recent research which 
has specific practical implications. My studies have 
shown that certain traumatic events occurring dur- 
ing the period of pregnancy exert a powerful harm- 
ful effect on the future mother-child relationship. 
Such events include the severe illness or death of a 
near relative of the expectant mother, particularly 
of a parent, her husband, or one of her children. It 
is very easy for the woman to displace some of her 
painful feelings about such an event onto her rela- 
tionship with her unborn child, and her attitudes 
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toward him get distorted by irrational ideas, such 
as identifying him as a reborn representative of the 
dead person or blaming him and sacrificing him 
because of unresolved feelings of personal guilt in 
connection with the bereavement. The physician 
should be especially on guard to ensure an ade- 
quate process of mourning along lines I will de- 
scribe below, and he should help the mother to see 
and to feel that her new baby is an individual in his 
own right and has to be recognized and treated as 
a person with quite a separate fate from everyone 
else, including the dead person. 

Abortion.—Another traumatic event during preg- 
nancy which is likely to have a major harmful effect 
on the future mother-child relationship is an at- 
tempt by the mother to abort herself, if this act is 
against the rules of her culture and traditions, and 
especially if she keeps it as a guilty secret. It is this 
guilt which blossoms in secret fantasies and which 
invades and distorts the relationship with the child. 
If nothing is done about it, the chances are high 
that a particularly pernicious disorder of the child’s 
personality will eventually be produced. The im- 
portant point is that this pathological sequence of 
events can usually be easily interrupted by the 
family physician, if he identifies either during 
pregnancy or soon afterward what has happened. 
The technique to be used is one which is not usu- 
ally a part of the general practitioner’s therapeutic 
armamentarium but one which can be fairly easily 
learned, namely, specific reduction of conscious 
guilt. I have discussed this at some length in a 
recent paper,’ and here I will only mention it 
briefly. It consists essentially of the physician help- 
ing the woman to talk about what she has done in 
two to three short interviews, in which he adopts 
an understanding and nonjudgmental attitude 
toward her behavior, without in any way pretend- 
ing that what she did was a good thing and yet 
with the clear demonstration that despite what she 
has done he continues to accept her as a worthwhile 
person. Direct Help to People in Crisis 

The traditional role of the physician brings him 
into contact with many people during the critical 
period when they are wrestling with acute life 
problems, and at such times he can exert a particu- 
larly powerful effect on their mental health by 
steering them toward adequate solutions and away 
from maladaptive solutions. The clearest example 
of this is in connection with problems of bereave- 
ment. 

Bereavement.—Eric Lindemann," my colleague at 
Harvard, has carried out some interesting studies 
on the nature of the process of mourning which 
carry clear and specific implications for medical 
practice. He has found that a bereaved person goes 
through a well-defined process in adapting to the 
death of the relative, that this process usually takes 
four to six weeks to complete, and that it is charac- 
terized by a succession of specific psychological 
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* steps with accompanying emotional side-effects. It 
seems that when a key figure is removed by death 
or desertion from a person’s life, that person has to 
work quite hard, psychologically, in order to adapt 
to the loss and in order to fill in the resulting emo- 
tional hiatus. 

Lindemann also found that whereas the majority 
of people manifest these characteristic mourning 
reactions, which show they are satisfactorily doing 
their “grief work,” and recover their psychological 
and psychosomatic equilibrium by the end of the 
four to six weeks, a small but significant group of 
bereaved people do not show these changes, or 
show them in distorted form; many of these people 
either immediately or later show definite and 
sometimes extreme signs of psychiatric or psycho- 
somatic illness, particularly depression and dis- 
orders of the gastrointestinal tract, such as peptic 
ulcer or ulcerative colitis. 

Lindemann postulates a direct causative link 
between the absence of a normal mourning process 
and the later development of these illnesses. He has 
also shown that sometimes these illnesses can be 
interrupted by helping the patients revive the 
problems of their bereavement and belatedly do 
their undone grief work. 

Among the characteristic manifestations of a 
healthy mourning reaction are withdrawal of in- 
terest from the affairs of daily life and business, 
feelings of mental pain and loneliness, weeping, 
disorders of respiratory rhythm with frequently 
repeated deep sighs, insomnia, loss of appetite, and 
—most characteristic—preoccupation with the image 
of the deceased person, usually in connection with 
the revival of numerous memories of joint activities 
with him. Lindemann feels that this last phenome- 
non is the key to understanding the essence of the 
mourning process. The bereaved person withdraws 
his energy from most of the aspects of everyday life 
and concentrates it on reviewing, detail by detail, 
those aspects of his past life which were enriched 
by his association with the deceased. In each of 
these life segments he has to realize afresh the pain 
of his loss and rather concretely to experience its 
permanence. In each of these segments he has to 
make a special act of resignation to the inevitable. 
This can only be achieved through suffering, but 
not until it is completed can the person achieve 
mastery and independence in that segment of his 
life, so that he can return to normal activity and 
emotional stability. 

Each bereaved person must do this grief work 
for himself, and mourning is a lonely process; but 
the traditions of most cultures illustrate to us that 
neighbors and friends and representatives of the 
larger community can help the mourner both by 
the general emotional support of condolence and 
by practices which permit him or encourage him to 
go through the steps of his grief work. In our mod- 
ern culture the weakening of religious and other 
cultural systems of values and traditions has thrown 
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many people largely on their own emotional re- 
sources, and the family physician is one of the 
people whose work may call him to step into the 
breach. In doing so in this area he may well try 
to enlist the support of the priest or clergyman or 
rabbi, each of whom has his own traditional ap- 
proach to these problems. 

In order to understand specifically what the fam- 
ily physician might do to help the bereaved person 
mourn successfully, it is helpful to list some of 
Lindemann’s findings among the unsuccessful 
mourners, who later developed various illnesses. No 
single simple picture was characteristic of this 
group, but combinations of the following reactions 
were common. Instead of withdrawing interest 
from daily life many of them showed more business 
activity than usual and by diverting their interest 
to the problems of outside life appeared to escape 
the inner turmoil of mourning. They did not weep. 
They felt little or no pain, either saying they felt 
numb and empty or showing a strange cheerful- 
ness. Many of them showed marked hostility, often 
directed toward the physicians and nurses who had 
cared for the deceased. In all cases there was an 
absence of preoccupation with the deceased, and 
on direct questioning many said they were quite 
incapable of recalling in memory the image of the 
deceased person. The over-all picture which was 
most commonly found was an attempt to deny the 
emotional importance of the whole business and to 
get on with problems of living without the burden 
of mourning. In the short run the external emo- 
tional manifestations of this group seemed easier 
and happier than the group of active mourners, but 
in the long run many of them paid very dearly for 
their temporary ease. 

The guideline for the physician who wishes to 
profit from these studies is to try and help his 
patients grieve along the lines of the first group and 
to be particularly active in giving his help when- 
ever he recognizes in one of his patients, during the 
mourning period, signs which resemble those of the 
maladaptive group. Experience has shown that to 
help such people grieve successfully it is not nec- 
essary to know the inner psychological reasons for 
their being hampered in this regard. The uncover- 
ing of these deeper complications is not necessary; 
all that seems important is to get them by whatever 
means to dwell on the image of the deceased and 
to go over and over in their minds the many activ- 
ities which they shared with him in the past, in 
order little by little to realize that from now on he 
will be missing from their lives. What is also neces- 
sary is for the physician to give the patient the full 
measure of his emotional support and sympathy in 
bearing the pain of this process and for him to mo- 
bilize other sources of support within the family 
and outside it. In this regard the physician should 
realize that emotional support depends, among 
other factors, on the quantity of personal inter- 
action, so he should realize the special importance 
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of even short extra visits to his patient during the 
mourning period, or, if these are not possible under 
the pressures of a busy practice, at least of phone 
communication. Since the pathological sequelae of 
inadequate mourning are usually so severe, these 
extra visits are well worthwhile. 

When the physician is not able on his own to 
stimulate a proper mourning reaction, when his 
efforts to enlist the aid of ministers of religion and 
members of the extended family also lead nowhere, 
and when mourning is absent or continues without 
apparent resolution long after the expected period 
of four to six weeks, the physician would be well 
advised to take active steps to refer the patient to 
a psychiatrist at that stage and not wait for the 
psychiatric illness to develop. This is a situation 
where a specialized “stitch in time” may well “save 
nine.” 

Other Crises.—Space does not permit me to go 
into detail about other examples of direct help by 
the physician to people in crisis, and I hope that 
some general principles may have emerged from 
my discussion of help with bereavement. I wish, 
however, to make brief supplementary mention of 
two other crises commonly met in medical prac- 
tice, the crisis faced by parents who have to adapt 
to the realization that their baby has a congenital 
abnormality or is mentally defective and the crisis 
of a patient or his relatives having to adapt to a 
chronic or an incurable illness, a major disability, or 
to death itself. These situations all call for special 
activity on the part of the physician, in addition to 
the customary “frank” or “not so frank” talk. 

The physician must face the fact that the impact 
of the news of the diagnosis is likely to be followed 
by a period of psychological reorientation similar 
to the grief work of the mourning period and inter- 
estingly enough also lasting for about four to six 
weeks. Patients and their relatives should not be 
expected to handle these psychological burdens on 
their own. They may need a good deal of support 
from the physician in facing the painful implications 
of the situation and help in avoiding facile escape 
into denial or obliteration of the problem by wish- 
fulfilling fantasies. The physician should try to help 
them keep the problem in consciousness during this 
period and deal with its implications piece by piece. 
It is remarkable the power that ordinary people have 
to adapt to reality, however unpleasant. It is not 
realities but dreams which “make cowards of us all,” 
and insofar as the problem is allowed to sink into 
dreams and into fantasies it gets removed from the 
strength which derives naturally from our universal 
adaptive mechanisms. 

On the other hand, the physician should realize 
that in its initial impact a problem may be quite 
overpowering and some partial or initial denial is 
a fundamental defense mechanism. He should not 
interfere with this, nor with the occasional rest 
periods during the adaptation process when the 
patient tries for a while to forget his problems by 
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diverting his interest to other matters. In fact the 
physician who knows his patient may be able to 
recognize when he is becoming too fatigued by 
facing the unfaceable, and he may then prescribe a 
temporary respite by diversion or drugs. He should 
be on the alert, however, to call a return to the 
fray once the rest period has resulted in the re- 
plenishment of resources. 

I would like to sound here a word of warning 
against the indiscriminate and continuous use of 
tranquilizing drugs for people in crisis. Studies are 
at present under way to determine not only their 
pharmacophysical ill-effects but also their possible 
psychological complications; among the latter I 
predict we will probably find that, by damping 
down too drastically the impact of crisis situations, 
tranquilizers may be preventing the active processes 
of healthy adaptation to important life difficulties 
and thus laying the stage for subsequent psychiatric 


for Psychiatric Consultation 


The family physician who seriously wishes to en- 
large the scope of his practical operations in order 
to cater to the mental health needs of his patients 
and their families would be well advised to build 
up a collaborative working relationship with a 
psychiatrist of his choice. If a psychiatrist is not 
available, such help can also be obtained from a 
well-trained clinical psychologist or a psychiatric 
social worker. The important thing is wherever 
possible to use the same person each time, so that 
the two can learn each other’s language and ways 
of working. 

In talking about consultation I do not have in 
mind the occasional necessity to refer a patient 
with some psychiatric illness to a specialist for in- 
vestigation and treatment. This will certainly be 
necessary, and the more sophisticated the family 
physician becomes in dealing with emotional prob- 
lems in his patients the earlier he will be able to 
identify such conditions and the more easily and 
surely he will be able to effect the referral pro- 
cedure. 

More Effective Understanding and Management. 
—The kind of consultation I am particularly refer- 
ring to here is different: it is consultation by the 
general physician with the psychiatric specialist in 
order to enlist the latter's help in rendering the 
family physician’s own understanding of the case 
and his own management of it more effective. How- 
ever well trained the general physician may be, he 
will inevitably come across situations involving the 
emotional life of his patients which are outside the 
area of his previous learning and experience. The 
psychiatrist may, by discussing the case with him, 
be able to enlarge his understanding and to deepen 
his insight by pointing to the relevance of certain 
items of information about the field of forces which 
the physician had previously ignored. The psy- 
chiatrist’s specialized knowledge of patterns of 
intrapsychic functioning and unconscious motiva- 
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tion may allow him to explain previously puzzling 
aspects of the patient’s personality and that of his 
relatives which throw new light on their behavior 
and afford new opportunities for helpful action by 
the physician. It is very important for the doctor to 
tailor his intervention in the family to the special 
individual personality characteristics of its mem- 
bers. Most family physicians will build up a store 
of relevant knowledge of the weaknesses and 
strengths of their patients from their years of 
experience with them, but every now and again 
there will be some reactions which are quite un- 
expected and the physician may find his best efforts 
frustrated. On such occasions the psychiatrist’s 
knowledge of the deeper unconscious aspects of 
personality functioning may clarify the situation so 
that the physician may find a new way to help his 
patient. 

Improving Use of the Self.—Another type of help 
which the physician may expect from the mental 
health consultation is that of sharpening and im- 
proving his own use of the self in his professional 
medical functioning. A physician constantly makes 
use of different aspects of his personal influence on 
his patients as part and parcel of his daily work. 
This use of the effect of one human being who is 
being helpful on another who is in need becomes 
especially important in dealing with those needs 
which are predominantly emotional rather than 
physical. 

Unfortunately, although physicians make use of 
personal influence all the time in their medical 
practice, this usually remains an amateur, some- 
what haphazard set of operations with most physi- 
cians rather than a consciously directed profes- 
sional therapeutic instrument. Some physicians 
have a more consistently therapeutic personal effect 
on patients than others, and we ascribe this to 
innate personality gifts or to a generalized “bedside 
manner” of uncertain origin. Even these physicians 
often fail in their efforts to support or stimulate or 
reassure certain patients, and when they fail they 
can no more understand why this has happened 
and deal with the consequences than they can 
understand their successful cases. The average 
physician is no better off when it comes to under- 
standing his own special emotional reactions to 
certain patients—his feelings of liking and warm 
protectiveness, his irritability and anger, his frus- 
tration, his anxiety, or sometimes his guilty with- 
drawal. He does his best to control these feelings 
and not allow them to interfere with his objective 
medical approach, and his training usually helps 
him to succeed—but often at the expense of becom- 
ing rather distant and cold. It is the rare general 
physician who is able to capitalize consciously, both 
for diagnostic and for therapeutic purposes, on his 
awareness of his own feelings as they are stimulated 
by the behavior of his patient. 
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The psychiatrist, on the other hand, has by a long 
and arduous training not only learned to know and 
accept his own human reactions in his reciprocal 
interaction with his patients but he has learned to 
make explicit and differentiated use of them in the 
professional setting. Through the consultation proc- 
ess the physician may gain from him some under- 
standing and skill in this matter. This will only 
come gradually, which is another reason for work- 
ing with the same consultant over a lengthy period. 
This is not a matter of the giving or the receiving 
of intellectual prescriptions but the emotional edu- 
cation which comes from numerous discussions 
about the details of practical life situations and 
one’s feelings about them. 

Consultation, a Two-Way Process.—So far I have 
talked as though the psychiatrist were the teacher 
and the family physician the pupil in the consulta- 
tions, and to some extent this is so; but the physician 
who imagines that all he will have to do is to ask 
questions and get the answers from the psychiatrist 
will be sadly disappointed. He will quickly discover 
that with all his specialized knowledge the psy- 
chiatrist does not have many answers to the cir- 
cumscribed questions about the practical issues of 
management of ordinary patients in the situation of 
general practice. 

I said before that mental health consultation is a 
joint collaborative endeavor, and what I meant to 
imply is that it has to be a two-way process, in 
which not only the psychiatrist but also the physi- 
cian must be an active partner. It is essential for 
the physician to realize that he must take active 
steps to educate the psychiatrist during these con- 
sultations so that he will understand the special 
nature of the management problems involved, 
which will be quite different from what he is used 
to in the very unusual circumstances of his psy- 
chiatric clinic or office practice. Working with the 
same psychiatrist over a period of time the physi- 
cian may be able to teach him enough about the 
daily problems of general practice and the life 
situations of ordinary people who do not consider 
themselves psychiatric patients that he can even- 
tually get answers which come reasonably close to 
being useful, but he will usually have to work quite 
actively to take what the psychiatrist has to offer 
and to translate it for his own use. 

A psychiatrist who has himself had experience in 
general practice before undergoing psychiatric 
training sometimes finds this type of consultation 
easier, but it is surprising how specialized psychi- 
atric training and experience, which dwell con- 
stantly on the abnormal and the unusual and on 
unconscious motivation and irrational fantasy for- 
mation, impair the memories of this previous experi- 
ence with the world of normality. A psychiatrist 
usually realizes the extent to which this is so and 
realizes and respects the degree of expertness of 
the family doctor’s specialized knowledge in his 
own field only after he has been educated by his 
consultee. 
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I can vouch personally for the importance of this 
process because in the course of my own experi- 
ence in community psychiatry I have been succes- 
sively educated by social workers, public health 
nurses, pediatricians, obstetricians, and _ nutrition- 
ists, most of whom were initially a little surprised 
to find how much they were teaching me during 
their consultations. 

Responsibility for Plan and Implementation.— 
This leads me to my last point. The management 
plan which emerges from the consultation may 
have been arrived at as a result of a fruitful joint 
collaborative endeavor, but the type of plan and 
the responsibility for its implementation must re- 
main with the family physician and must fit into 
the general framework of his traditional methods 
of functioning. Both parties should beware of work- 
ing out a psychiatrist's plan instead of a family 
physician’s plan and of turning the physician into 
a “proxy psychiatrist.” The style of work of the 
family physician is fundamentally different from 
that of the psychiatrist. 

For instance, take the time relations of their 
professional work. It may seem that a busy general 
practitioner would never have the time to make use 
of the kind of knowledge I have been discussing in 
this paper; he could never spend the time which 
the psychiatrist can apparently allot to his small 
select group of patients. This is a red herring. It 
presupposes that, to cover the same problem, mem- 
bers of the two professional disciplines will use the 
same approach. This is neither necessary nor desir- 
able, since the different professional roles have been 
differentiated over a long time in order to cope 
with problems in a very special way which has 
been found empirically to be effective and which 
is recognized by being embodied in the traditional 
culture of that profession. In this case, for instance, 
the practices of the psychiatrist in relation to time 
are based on the fact that his patients are strangers 
to him; since he has to penetrate below their sur- 
face defenses and deal with unrecognized and un- 
acceptable material, his relationship with his patient, 
however intimate the content of their discussions, 
remains a highly structured stranger _relation- 
ship, in which each takes care to keep outside the 
boundaries of each other’s customary social life. 
The regular appointment and the 50-minute hour 
are derivatives of this situation, the interview be- 
tween patient and psychiatrist being specially sep- 
arated from the rest of the patient’s life so as to 
give him the security to lay down temporarily 
some of his defenses. The length of the usual psy- 
chotherapeutic treatment is also dictated by the 
fact that the psychiatrist has to deal systematically 
with much complicated material in working down 
from the surface of consciousness to those hidden 
areas in which he searches for the unconscious 
sources of the illness. 
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The family physician by contrast knows many of 
his patients as friends. He has known them and 
their relatives for years, and even in the case of a 
new patient he can assume that this will be a pro- 
longed contact. He does not need to collect impor- 
tant information about the personality of his pa- 
tients in a few long highly structured interviews; it 
comes in dribs and drabs, either directly or in- 
directly from many and various collateral sources. 
He penetrates the patient's social life and home as 
a friend, and very often his patients come into his 
own home as a friend. Certainly he learns many 
secret and intimate things about his patients, but 
the level of such knowledge and the confidence in 
professional secrecy are such that this rarely leads 
to a patient feeling the need to hide from the physi- 
cian in social situations. 

Finally, one must realize that, in helping his 
patient handle emotional problems of the crisis 
type I have referred to, the family physician does 
not need to make long speeches. The most powerful 
interpersonal messages in which one person influ- 
ences another are often very short. When the time 
is ripe at the height of the crisis, the right word or 
the right few words in the right place give better 
results than a lecture. Often it is a brief aside or an 
implication of some statement which ostensibly 
deals with some detail of management of a physi- 
cal symptom which does the trick. Very often the 
most powerful messages are conveyed without 
words—by one’s understanding manner, by one’s 
patience, by one’s warmth of greeting, or by a 
sympathetic nod or gesture. These do not take time, 
and these are the stock in trade of the physician. 
The results will be determined by their appropriate- 
ness in relation to the specific condition of the 
patient in his current predicament; but if success is 
only partial the family physician can always rely 
on being able to wait for additional opportunities in 
the future, since his relation with his patient will 
probably be continuing for many years to come. 
Through his consultations with the psychiatrist, he 
will gradually become more and more skillful in 
these areas. I believe that this skill is a main pre- 
requisite for success in preventing emotional illness 
in our communities. 


55 Shattuck St. (15). 
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RESULTS 


Desiccated thyroid has enjoyed great popularity 
as a weight-reducing agent for many years by those 
who believe that diminished activity of the thyroid 
gland is a frequent cause of obesity. However, al- 
though a gain in weight has been attributed to a 
low level of metabolism, recent studies have demon- 
strated that hypothyroid and even myxedematous 
patients are not necessarily obese. Indeed, when the 
weight of their excess fluid is discounted, they may 
be underweight.’ Thus hypothyroid patients are not 
necessarily obese, and most obese patients have 
normal thyroid function. 

Thyroid has also been used as a “general meta- 
bolic stimulant” for the purpose of burning up excess 
fat. However, while the consistent, predictable ef- 
fect of thyroid in increasing metabolism in myxe- 
dema is well known, its calorigenic effect in euthy- 
roid persons is not so certain, and its use in the 
treatment of obesity has been disappointing. It 
has been demonstrated repeatedly that weight loss 
induced by means of thyroid hormone can only be 
accomplished by administering this drug in amounts 
sufficient to produce toxicity; the dangers inherent 
in prolonged treatment of this kind are obvious.’ 

Johnson and co-workers * studied the effect of 
increasing increments of thyroid in euthyroid pa- 
tients and reported that it was extremely difficult 
to bring about a permanent elevation in the basal 
metabolic rate. On a dosage of 2 grains (0.12 Gm.) a 
day there was an early rise in the basal metabolic 
rate and then a gradual fall. When the dosage was 
increased to 4 grains (0.25 Gm.) daily the metabolic 
rate again rose, and on prolonged administration it 
again fell, but not to the original level. A few 
instances of toxicity were noted. On 6 grains (0.4 
Gm.) a day there was again an increase in metabolic 
rate. The rate again declined, but became stabilized 
above the control level. Toxic symptoms were fre- 
quent. At a dosage. of 6 grains daily some subjects 
began to lose weight but suffered from increased 
fatigability, malaise, and palpitation. There were 
great individual variations in the tolerance to thy- 
roid among the subjects. Some could not tolerate 
3 grains (0.2 Gm.) a day, while one patient noticed 
no ill-effects while taking 10 grains (0.6 Gm.) a day. 
This latter patient, incidentally, gained weight 
while taking such an enormous dose of thyroid.’ 
Because the effect of thyroid in producing weight 
loss in euthyroid patients is inconstant and unpre- 
dictable, we have discontinued this use of it. 


. From the Obesity Clinic, New York Medical College, Metropolitan 
Hospital Division. 
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The effectiveness of liothyronine as part 
of a weight-reducing program was investi- 
gated in a number of obese patients who 
were taking a standard 1,000-calorie diet. 
A preliminary study established 75 mcg. per 
day as a safe dose. The final study involved 
57 patients who took the same diet together 
with a d-amphetamine-amobarbital prepara- 
tion for two eight-week periods. Group 1 (28 
patients) in addition received a placebo dur- 
ing the first period and liothyronine during 
the second, while group 2 (29 patients) 
received liothyronine during the first and the 
placebo during the second period. No signifi- 
cant difference was found between the two 
groups during the first period, but during the 
second period group 2 ceased to lose. Group 
1, receiving liothyronine during the second 
period, continued to lose, and for this group 
the weight-reduction amounted to 0.39 kg. 
(0.86 lb.) per week for 16 weeks. Liothyronine 
was of great help to patients who could not 
maintain an adequate rate of weight loss 
on the established regimen. 


In line with the discussion of thyroid as a general 
metabolic stimulant, mention should be made of 
dinitrophenol. This drug was introduced in 1933 
and enjoyed widespread but brief popularity as a 
metabolic stimulant for use in weight reduction. 
Theoretically, it should have been very effective 
because of its ability to increase selectively the 
oxidation of fat. However, because it produced a 
high incidence of toxic effects, it rapidly fell into 
deserved disrepute and its use has been abandoned. 

Triiodothyronine differs from thyroxine in the 
absence of one iodine atom in the 5’ position (fig. 1). 
Three forms of the hormone have been found to 
exist: pL-, and L-triiodothyronine. L-triiodothyro- 
nine, known as liothyronine, is the most active. It is 
three to five times as active calorigenically as thy- 
roxine, depending on the method of assay.” 

Liothyronine acts much more rapidly than thy- 
roxine or desiccated thyroid. The effects of liothyro- 
nine become apparent clinically within 24 hours 
after administration. Similarly, the duration of lio- 
thyronine activity after cessation of treatment is 
about 2% days, compared to from 6 to 12 days for 
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thyroxine.‘ Liothyronine exerts a more rapid sup- 
pressive effect on the radioactive iodine uptake of 
the thyroid gland than does thyroxine, and its 
effects are more rapidly dissipated on discontinu- 
ation. For these reasons Werner feels that liothyro- 
nine is preferable for use in conjunction with the 
radioactive iodine uptake in differentiating euthy- 
roidism from hyperthyroidism.’ 
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Fig. 1.—Chemical formulas for left, thyroxine, and right, 
triiodothyronine. 


The level of the serum protein-bound iodine 
(PBI) is only slightly influenced by liothyronine. 
Starr and Liebhold-Schueck ° found it produced a 
slight fall in PBI concentration. Thyroxine and 
desiccated thyroid, on the other hand, produce a 
rise in PBI concentration. The reason for this un- 
usual effect of liothyronine is not known for certain. 
It has been attributed to (1) rapid egress of liothy- 
ronine from plasma into the peripheral tissue cells, 
(2) rapid degradation and excretion of liothyronine, 
and (3) lessened peripheral demand for hormone 
ordinarily produced by the thyroid gland, which 
results in a decrease in such production resulting 
from the inhibition of pituitary thyrotropin by 
liothyronine. 

The exact synthesis of liothyronine in vivo has 
not been defined. It has been postulated that it is 
formed by the enzymatic deiodination of thyroxine 
in the peripheral tissues and that it is the active 
thyroid hormone.® Starr* believes that both thy- 
roxine and liothyronine possess thyroid hormone 
activity. In normal situations thyroxine maintains 
caloric homeostasis, while under stress or emer- 
gency conditions liothyronine is produced at an 
increased rate from thyroxine.’ Because liothyro- 
nine has been shown to produce a rapid calorigenic 
response, even in some patients refractory to thy- 
roid or thyroxine, its effects in the management of 
obesity have been studied. Briigel and Riehm‘ 
found that diet plus liothyronine produced a greater 
rate of loss of weight than diet plus thyroid or diet 
alone. Weidenhamer * observed a group of obese 
patients presenting the clinical picture of “meta- 
bolic insufficiency.” These were treated with diet 
and d-amphetamine, but after a few weeks weight 
loss had ceased or become negligible. Addition of 
liothyronine to the regimen resulted in a resumption 
of weight loss. In a detailed metabolic study of the 
effects of liothyronine in obese persons Bansi and 
co-workers ° found that the average loss of weight 
resulting from use of this medicament was signifi- 
cant and surpassed the values attained prior to its 
administration. 
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Preliminary Study 


These favorable reports aroused our interest in 
this use of liothyronine, and a double-blind study 
was planned to see whether the published results 
could be confirmed. However, before a double- 
blind study could be undertaken, it was important 
to know what dose would produce good therapeutic 
results without causing side-effects. It was also nec- 
essary to know whether the age, basal metabolic 
rate, and blood pressure of each subject would 
influence this dose, and so we conducted a pre- 
liminary study. 

Fifty-five outpatients at the obesity clinic of the 
Metropolitan Hospital, New York City, were se- 
lected for the preliminary study. The standard 
clinic 1,000-calorie diet was prescribed for all pa- 
tients. In addition liothyronine was prescribed in an 
initial dosage of 25 mcg. a day. Patients were seen 
biweekly, at which times they were asked about the 
development of side-effects. If none were manifest, 
the dose was increased by 25 mcg. daily. If side- 
effects had developed, the dose was decreased by 
25 meg. or more depending on the severity of the 
side-effects. In this manner the maximum daily dose 
of liothyronine which would not cause side-effects 
was determined for each patient. 

When the amount of liothyronine administered 
each day exceeded the tolerable amount, all pa- 
tients developed one or more mild side-effects. The 
side-effects were nervousness in 11 patients, tachy- 


NUMBER OF PATIENTS 


° 
Less -5% +5% +10% GREATER 
THAN To To To To To To THAN 
-6% “1% +4% +9% +14% +15% 


Fig. 2.—Distribution of basal metabolic rates before ther- 
apy in patients in first study. 


cardia in 10, hunger in 8, palpitation in 7, insomnia 
in 7, dizziness in 4, headache in 4, angina in 2, ab- 
dominal distress in 2, and shortness of breath, 
tremors, leg cramps, and vomiting in one patient 
each. 

At each return visit, the patients’ weight, pulse 
rate, and blood pressure were recorded. A determ- 
ination of the basal metabolic rate was requested 
for each patient prior to the initiation of liothyro-. 
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nine medication, for the sake of completeness of the 
data as well as to satisfy our curiosity. The results 
are depicted in figure 2. We are aware that basal 
metabolic rates cannot be reliably determined by 
the standard procedures for this measurement in 
obese persons,’ but we were interested in learning 


TABLE 1.—Average Weight Loss for Patients in 
Preliminary Study Related to Basal Metabolic Rate 


No. of Av. Time Av. Weight 
Patients Observed, Wk. Loss, Lb./Wk. 


BMR 

More than —5.............000. 30 6.7 0.9 
Not 10 64 11 

Over-all average.............. 55 6.5 1.0 


whether there was any correlation between the 
basal metabolic rate prior to liothyronine therapy 
and the rate of weight loss. No such correlation 
was found (table 1). For this reason, and because in 
previous studies we had not been able to demon- 
strate any significant change in basal metabolic 
rate during weight reduction in a similar group of 
patients with use of the same diet,’° the basal meta- 
bolic rates were not determined in the subjects 
whom we subsequently used in the double-blind 
study. 

The distribution curves of the maximum daily 
dose which could be tolerated without side-effects 
peaked sharply at 75 mcg. The mean dosage was 
slightly more than 75 mcg. a day. When the data 
were analyzed for effects of basal metabolic rate, 
age, or systolic blood pressure, it was found that 
patients with a basal metabolic rate of less than -5 
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MCG LIOTHYRONINE DAILY 
Fig. 3.—Maximum tolerated daily dose of liothyronine as 
related to basal metabolic rate in patients in first study. 
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who were less than 45 years old and who had sys- 
tolic blood pressures below 150 mm. Hg were able 
to tolerate slightly larger doses of liothyronine than 
could other patients. The differences, however, were 
small (fig. 3, 4, and 5). An interesting side light of 
this preliminary study was that liothyronine pro- 
duced an average weight loss of 1 Ib. (0.5 kg.) per 
week (table 1). 


LIOTHYRONINE-GELVIN ET AL. 


Double-Blind Study 


Material and Methods.—This double-blind study 
was planned to compare the efficacy of a capsule 
containing d-amphetamine and amobarbital in a 
sustained-release form with a combination of this 
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Fig. 4.—Maximum tolerated daily dose of liothyronine as 
related to age in patients in first study. 


capsule and liothyronine for the management of 
obesity under clinical conditions. Fifty-seven pa- 
tients completed the study, 54 women and 3 men. 
Their average height was 62.8 in. (159.4 cm.), aver- 
age weight 193.5 Ib. (88 kg.), and average age 43 
years. The usual 1,000-calorie clinic diet was pre- 
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MCG LIOTHYRONINE DAILY 
Fig. 5.—Maximum tolerated daily dose of liothyronine as 
related to systolic blood pressure in patients in first study. 
Left-hand columns, patients with systolic pressure below 
150 mm. Hg; right-hand columns, patients with systolic 
pressure 150 mm. Hg and above. 
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scribed for all patients. This diet allowed 75 Gm. of 
protein, 100 Gm. of carbohydrate, and 40 Gm. of 
fat per day. 

The study was arranged so that half of the pa- 
tients were started on the regimen of the d-amphet- 
amine-amobarbital capsule and half on the combi- 
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nation of this capsule and liothyronine. Schedules 
were exchanged after eight weeks, so that each 
patient received each regimen for eight weeks and 
thus served as his own control. The liothyronine 
was supplied in pink capsules containing 25, 50, 
and 75 meg. of the drug. The d-amphetamine- 


TaBLE 2.—Average Weight Loss, Blood Pressure 
Level, pies Rate, and Cholesterol/Ester Level 
for Patients in Double-Blind Study 


Period 

Weight loss, Pretest 1 2 
Ib, per wk.’ 

Blood pressure, mm, He 

ness 137/89 134/85 138/851 

Pulse rate, beats/imin. 

Cholesterol/ester level, mg./100 


* Totals: group 10.86; group 2=0.58 Ib. 
* Liothyronine regimen. 
t Group 1=20 patients; group 2=17 patients. 


amobarbital preparation was supplied in brown 
sustained-release capsules containing 10 mg. of 
d-amphetamine and 65 mg. of amobarbital. In the 
combination regimen the liothyronine doses were 
increased as follows: weeks 1 and 2, 25 mcg.; weeks 
3 and 4, 50 mcg.; weeks 5 and 6, 75 mceg.; and 
weeks 7 and 8, 75 mcg. 

During the period when liothyronine was not 
given patients received the placebo capsule. Thus 
the patients took one brown and one pink capsule 
once each day during the entire 16-week period of 
observation. The drug coding was arranged so that 
the liothyronine titration progressed unnoticed, 
and the investigating physicians did not know the 
order in which regimens were employed until the 
completion of the study. 

Patients were seen every two weeks. At each visit 
they were weighed, had their pulse rate and blood 
pressure recorded, were questioned about their 
appetite and appearance of side-effects, and were 
given a new supply of medicaments. In addition 
serum cholesterol and ester levels were determined 
in many of the patient during each regimen. 

Throughout the description of the results refer- 
ence will be made to period 1 and period 2 and 
group 1 and group 2. Period 1 refers to the first 
eight weeks and period 2 to the second eight weeks 
of observation. Group 1 consisted of 28 patients 
who were given d-amphetamine-amobarbital dur- 
ing period 1 and this plus liothyronine during pe- 
riod 2. Group 2 consisted of 29 patients who re- 
ceived combined therapy during period 1 and 
d-amphetamine-amobarbital therapy alone during 
period 2 Results 

Weight Change.—A statistical difference between 


regimens is demonstrated. The responses in period 
2 which favor the combination are fully responsible 
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for this difference (table 2). Statistical tests show no 
significant difference between the losses of 1.14, 
0.88, and 0.84 Ib. per week. The total weight loss 
by weeks for each group is demonstrated in figure 6. 
Loss of weight ceased after the eighth week in 
group 2. However, the rate of loss of weight on the 
combined therapy with liothyronine is relatively 
constant over the entire study period. 

Blood Pressure, Pulse Rate, and Serum Choles- 
terol and Ester Levels.—Comparison was made be- 
tween the pretest blood pressure level and pulse 
rate and those determined at the end of each test 
period for each group. No significant effect on the 
blood pressure could be demonstrated by any of 
the medicaments in the dosages employed in this 
study, nor was there any significant effect on the 
pulse rate (table 2). 

Considering the large variation from patient to 
patient, and the technical difficulties inherent in the 
determination of the level of serum cholesterol,"’ 
the results are remarkably constant (table 2). Sta- 
tistical analysis did not reveal any significant differ- 
ences between the therapeutic regimens in this 
respect. 

Appetite. —At each visit patients were asked about 
the effect of the medicament on their appetite dur- 
ing the preceding two weeks. An increase in appe- 
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WEEKS OF TREATMENT 


Fig. 6.—Total cumulative weight loss by weeks for all 
patients in double-blind study. 


tite was recorded as a plus figure, and a decrease 
was recorded as a minus. The scores ranged from 
+2, moderate increase, to -3, marked decrease. We 
realize that appetite is purely a subjective phe- 
nomenon, and this attempt to quantitate it is of 
questionable scientific accuracy. We include the 
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results merely for the sake of interest and curiosity. 

The appetite scores agreed with the weight loss 
data: For group 1 the average appetite score for 
period 1 was -0.92 and for period 2 (liothyronine 
regimen), —0.60. For group 2 the score for period 1 
(liothyronine regimen) was -0.52 and for period 2, 
-0.16. The only statistically significant finding was 
the very low score (0.16) which occurred in group 2 
during period 2. 


Comment 


The data indicate that both regimens produced 
equivalent weight changes for the first eight weeks. 
Thus, the addition of liothyronine added nothing in 
the early weeks of the study. The last half of the 
study presented some interesting data favoring the 
addition of liothyronine. When the combined ther- 
apy was given after the d-amphetamine-amobarbi- 
tal preparation alone, weight loss continued at the 
same rate. Thus these patients continued to lose 
about 1 Ib. (0.5 kg.) per week throughout the entire 
16-week period of observation. When d-ampheta- 
mine—amobarbital was prescribed after the combi- 
nation with liothyronine, very few patients con- 
tinued to lose weight and some began to gain. The 
average weight change for this group of patients 
was about zero. 

In a previous study ** it was found that when 
large doses of d-amphetamine are given to patients 
with no dietary restriction, an average loss of weight 
of at least 1 Ib. a week can be maintained for only 
about eight weeks. After eight weeks there is a rapid 
decrease in the rate of weight loss.'* This finding 
is very similar to the results obtained with the 
patients in group 2 after the first eight weeks of ob- 
servation. 

Liothyronine may be of help to those patients 
whose weight begins to level off while on one of 
the usual weight-reducing dietary regimens. This is 
exactly what we found in the studies of Briigel and 
Riehm,’ Weidenhamer,* and Bansi.’ Their pro- 
cedure was to prescribe liothyronine after their 
subjects stopped losing weight. These investigators 
found that their patients again began to lose weight 
when liothyronine was added to the basic regimen. 

The reason for this effect of liothyronine is ob- 
scure. Several investigators have found a decrease in 
metabolic rate in obese patients on caloric re- 
strictions.'*® It has been suggested that liothyronine 
prevents this fall in the metabolic rate. However, 
Werner “* pointed out that it is not known whether 
the basal metabolic rate can be increased by the ad- 
ministration of thyroid to obese patients, and many 
investigators believe that thyroid alone is ineffective 
in the management of obesity.'® If it were simply a 
matter of maintaining the level of metabolism, thy- 
roid should be as effective as liothyronine. Also, it 
is not universally accepted that calorie restriction in 
the obese person will result in a fall in the metabolic 
rate. Rynearson and Gastineau ** believed that the 
protein content of the diet is important and stated 
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that it is possible that a generous supply of protein 
may prevent this fall in the basal metabolic rate. 
In previous studies we have not been able to dem- 
onstrate any significant change in the basal meta- 
bolic rate during weight reduction in a similar 
group of patients with use of the same diet.*° 

With use of much larger doses of liothyronine 
than were employed in this study Briigel and 
Riehm” and Bansi and co-workers ° caused a mild 
degree of hypermetabolism in their patients as 
measured by the basal metabolic rate and radioac- 
tive iodine uptake. Although such determinations 
were not performed, we noticed no clinical evidence 
of excess thyroid activity. Certainly no effect on the 
pulse rate or blood pressure was apparent. 

Since the patients in group 2 received the com- 
bined therapy with liothyronine initially, it may be 
questioned whether there could have been a depres- 
sion of the thyrotropic hormone of the pituitary by 
the liothyronine. Thus there might have been a 
lowering of metabolic rate during period 2, which 
resulted in the failure of these patients to continue 
to lose weight. It is hardly likely that if there had 
been such an effect it would have persisted for the 
entire eight weeks of period 2. After discontinua- 
tion of the administration of desiccated thyroid the 
thyroid gland regains its own function within three 
or four weeks.’ The effects of liothyronine are dis- 
sipated even more rapidly.” 

Liothyronine in the dosage we employed did not 
influence the level of serum chloresterol. Bansi and 
co-workers ° reported a considerable reduction in 
the serum cholesterol level after administration of 
liothyronine to a group of euthyroid patients. How- 
ever, he employed an average dosage of 150 mcg. a 
day, twice that used in this study. Whether lio- 
thyronine exerts its effect in weight reduction by 
correcting a metabolic defect, by stimulating 
metabolism, by a diuretic effect, or by some as yet 
unknown mechanism is not apparent. 


Summary and Conclusions 


The efficacy of therapy with a d-amphetamine- 
amobarbital preparation was compared to therapy 
with a combination of these drugs and liothyronine 
when prescribed for the management of obesity. A 
group of 57 obese patients were studied under 
clinic conditions with use of a double-blind pro- 
cedure. Each patient was observed for eight weeks 
on each therapeutic regimen. Twenty-nine patients 
received the combination with liothyronine initially, 
and 28 patients received the liothyronine therapy 
last. A 1,000-calorie diet was prescribed for all 
patients. 

The two therapeutic regimens produced equal 
weight changes for the first eight weeks. When the 
liothyronine combination was given during the sec- 
ond eight weeks of the study, loss of weight con- 
tinued at the same rate. However, when the lio- 
thyronine combination was given initially, there 
was no further weight loss during the latter eight 


a 
7 
~ 
+ 
| 
: 
| 
ij 


92/1512 


weeks of therapy with the d-amphetamine-amobar- 
bital preparation alone. Thus liothyronine may be 
of great help to those patients who cannot maintain 
an adequate rate of weight loss while on a weight- 
reducing regimen. 

At the dosage level of liothyronine used in this 
study (up to 75 mcg. a day) no effect on the pulse 
rate, blood pressure, or serum cholesterol level was 
noted. No symptoms of hypermetabolism attribu- 
table to the liothyronine, such as nervousness, pal- 
pitation, or tremors, were elicited. 


220 Turrell Ave. (Dr. Gelvin). 


The d-amphetamine~amobarbital preparation was supplied 
as Dexamyl Spansule No. 1 and the liothyronine as Cytomel 
by Smith Kline & French Laboratories, Philadelphia. 
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pleasant ringworm infection of the scalp of children swept through the major 


Recs INFECTION OF SCALP.—In 1941 an epidemic of a highly un- 
cities of the United States. The epidemic started in New York, and soon after 


its arrival in Chicago involved about thirty thousand children here. The peculiarity 
of this infection, caused by the fungus Microsporon audouini, is that it clears spon- 
taneously in adolescence and that the scalp hair of adults is immune to it with very 
few exceptions. . . . We found that human hair fat contains a large amount of free 
fatty acids (up to 30 per cent of the total weight of surface fats consists of free fatty 
acids) and that the free fatty acids inhibit the growth of fungi, especially that of 
Microsporon audouini. . . . The spontaneous cure of this infection during adolescence 
can be explained as follows: With the puberal development of sebaceous glands, the 
amount of sebum poured on the surface of the scalp increases threefold. Thereby the 
free fatty-acid concentration per surface area is raised beyond the critical level at 
which Microsporon audouini is able to thrive. The fungistatic sebum enters the loose 
parts of the superficial horny layer and the hair canals. Once there, it sterilizes all 
the pathways of the infection. It does not kill the fungi inside the infected hairs be- 
cause, unlike the fungi, the fatty acids are unable to penetrate the hair shafts. How- 
ever, the infected hairs are lost in the course of natural shedding, and the newly 
growing hair is no longer infected because all pathways have been sterilized. Thus 
a spontaneous cure takes place about two years after adolescence has set in, and 
thereafter the scalp is immune to this infection.—Stephen Rothman, M.D., Basic Re- 
search in Dermatology, Bulletin of the Alumni Association, School of Medicine, 


University of Chicago, Spring, 1959. 
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Obesity has become an increasingly urgent 
health problem. The steady rise in the standard of 
living, including richer diets, mechanized trans- 
portation, audience rather than personal partici- 
pation in sports, and automation, has helped to 
raise the number of calories taken in and lower 
the number of calories expended. The American 
population has for some time been growing slug- 
gish and overfed, and only recently have there 
been signs of a swing in the other direction. Sev- 
eral fortunate circumstances have combined in the 
past decade or two to bring this problem sharply 
into focus and to lead to corrective action: over- 
weight is now recognized as a threat to good health 
and long life, and the dictates of fashion have 
brought the slim figure back to popularity. Patients 
and nonpatients alike now seek advice about meas- 
ures to control weight. 

This has made the task of the physician some- 
what easier. Experience has taught us that the 
most important factor in success in weight re- 
duction is adequate motivation on the patient's 
part. If he is convinced that it is in his interest 
(health, appearance, or employment) to lose weight, 
he will usually make the necessary adjustments 
and even sacrifices. The factors already mentioned 
help establish this motivation, but the physician 
must reinforce these, keep encouraging his pa- 
tient, and search out arguments applicable to in- 
dividual cases. 

For example, the physician will seek the reasons 
for the occurrence of obesity in the first place. One 
of the significant advances of the 20th century has 
been the demonstration (such as by Bruch’ and 
others) of the importance of psychogenic mecha- 
nisms. The myth of the good-natured fat man has 
been finally exploded; he has been shown to have, 
more often than not, more than the average man’s 
share of tensions and frustrations. It is now known 
that anxieties are more likely (except for short epi- 
sodes) to result in nibbling than starvation and 
more likely to drive a man to food than to drink. 
In a short article, it is plainly impossible to list 
all the ways in which motivation may be estab- 
lished; it is enough to say that if a patient is con- 
vinced he should lose weight the specific problems 
of constructing a diet become relatively easy. 

In making up a reducing plan for his patient, 
the physician must heed many factors or he will 
fail. Among these are the important sociological 
and cultural factors; for example, the national back- 
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One hundred consecutive, unselected pa- 
tients with clinical obesity were classified as 
to the etiology of their condition. Overeating 
was accepted as the cause in 82, but in 18 
cases this explanation was not satisfactory. 
The latter were mostly complicated cases of 
endocrine or metabolic disease. Satisfactory 
reduction (loss of 10% or more) of body 
weight was accomplished in 63 of the 82 and 
in 5 of the 18 by caloric restriction of diet. 
Simply reducing the portions of everything 
by about one-quarter enabled the patients 
to eat normally with inconspicuous modifica- 
tions of the “social diet.’ Underlying emo- 
tional problems, if obvious to the practitioner, 
were treated by surface psychotherapy; if 
they were deep-seated, the patient was sent 
to a specialist. The author suggests medica- 
tion with mild sedatives or anorectics as 
helpful during the period while new eating 
habits are being established. 


ground must be reckoned with. If the patient or 
his parents are recent immigrants, plumpness may 
be valued for esthetic reasons or as evidence of 
successful emergence from poverty and hunger. 
It may be almost impossible to convince a foreign- 
born mother that heaviness is not a blessing or 
that tuberculosis does not invariably follow loss of 
weight. Ethnic factors in food selection must be 
recognized. An excellent article on the diet of 
Italian-Americans underscores this problem." 
Aside from personal and cultural food prefer- 
ences, other factors must be taken into account.’ 
The subject's basic requirements in fats, proteins, 
carbohydrates, minerals, and vitamins must be met, 
usually within the daily diet, although vitamin sup- 
plements are often necessary. The “satiety values” 
of food vary among themselves and from subject 
to subject. For example, meats are “satisfying” to 
most people, and I suspect that the success of 
bananas in many reducing diets, including the 
classic one of Harrop, is the result of its ability 
to “fill” the patient adequately. The “fetish val- 
ue” of foods must be considered; in the popular 
mind, meat is sometimes equated with virility and 
spinach with the accumulation of “good, rich 
blood.” This sort of prejudice will obtrude itself 
but seldom get in the way of establishing a sat- 
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isfactory dietary regimen. Exercise should be en- 
couraged but should not be depended on for weight 
reduction without calorie restriction. 

In a review of 100 consecutive, unselected cases 
of clinical obesity, a grouping has suggested itself 
without much difficulty: 

Group 1—Obesity unassociated with overeating 
(18 cases). These were mostly complicated cases of 
endocrine or metabolic disease. 

Group 2—Obesity associated with overeating (82 
cases ), subdivided into (a) those in whom motiva- 
tion and cooperation were easily established (51), 
(b) those in whom motivation and cooperation 
were established only after initial resistance (17), 
and (c) those in whom motivation and/or coopera- 
tion were absent (14). 

The results of treatment with dietary regimen to 
be described were as follows: 

Group 1—5 of the 18 patients had satisfactory re- 
duction (loss of 10% or more of body weight). 

Group 2—49 of 51 patients in subgroup a had 
satisfactory reduction, 12 of 17 in subgroup b had 
satisfactory reduction, and 2 of 14 in subgroup c 
had satisfactory reduction. 

It seems obvious that the dietary management 
of obesity is evolving today in much the same way 
as that of diabetes some 20 years ago. In the latter 
case, the use of highly artificial diets with special 
preparation—specially, sometimes exotically, pre- 
pared dietetic foods, mostly canned; and synthetic 
foods or food substitutes—has been superseded by 
diets as closely resembling the patient’s former diet 
and those of his friends and family as possible. A 
similar evolution is taking place in the manage- 
ment of obesity, artificial and complicated regi- 
mens being replaced by those which throw less 
burden on his family and enable the patient to 
become a more acceptable member of society. Ex- 
cept among persons who are obsessed with con- 
cerns of health and diet, there are few things more 
of a nuisance to a host than to have a guest dis- 
cuss his diet or to be forced into preparing sepa- 
rate dishes for him—only one’s own diet is of real 
interest! 

A few precautions must be taken. It is inadvisable 
to prescribe a reducing diet for a short time, such 
as a month or six weeks; prescribing a diet on a 
piecemeal basis leads eventually to disappointment 
or backsliding. The dieter should realize that he 
will have to change his habits for a long time; 
in some instances, the struggle against adiposity 
is a lifelong one. The arguments against excessive 
weight may be put strongly, but neither the words 
nor the attitude of the physician during the diet- 
ing period should be such as to suggest punishment 
or to result in guilt feelings. Reinforcement of good 
intentions and gentle prodding or praise are usually 
sufficient. Many of the emotional problems of obese 
persons are obvious to a general practitioner and 
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will respond to surface psychotherapy; problems 
which seem to be more deep-seated, as evidenced 
by resistance or hostility, or which seem to involve 
complex family relationships should be avoided 
and the patient should be sent to a specialist. 


The Social Diet 


The patient is instructed to eat normally with 
only a few modifications when the “social diet” 
is used. Not more than one slice of bread is to be 
eaten at any meal. At breakfast, the patient may 
have cereal or one slice of toast—not both. A small 
portion of rice, noodles, cracked wheat, or spaghetti 
and a small baked potato or a portion of peas or 
lima beans at dinner will add variety to the lean 
meat, green vegetable routine. No gravies are to 
be added to foods. Portions of everything are to 
be reduced by about one-quarter. If possible, por- 
tions should be smaller than those previously taken, 
and “seconds” must not be taken. Desserts are to 
consist of one portion of fresh fruit, 1 oz. (28 Gm.) of 
cheese, or a small slice of angel food cake. Suitable 
supplementary reading may be recommended.* On 
this regimen, almost every determined patient will 
lose weight. In the New York City area, it was 
found in 100 successive patients that this resulted 
in a reduction of about 1,400 calories. In many in- 
stances, the patient’s friends—and sometimes his 
family—did not know that he was on a diet. 

In any case, when a new dietary regimen is 
prescribed for obesity or, for that matter, any 
other condition such as heart disease, diabetes, or 
hypertension, the dieter may need a medicament 
to help suppress his appetite. When newer eating 
habits are well established and accepted, the sup- 
portive medicine can often be withdrawn. In some 
instances, a mild sedative, such as phenobarbital 
or meprobamate, may suffice. More often, a strong- 
er anorectic is needed; the drugs with which I have 
had most experience are the amphetamine series. 

Anorectic agents of this type have been subjected 
to some adverse criticism recently, but studies by 
myself and careful double-blind experiments con- 
ducted by Fazekas and co-workers ° have demon- 
strated that they have a genuine therapeutic action 
not to be explained by suggestion or placebo effect. 
Evidence which these authors review demonstrates 
that pronounced changes in satiety may be induced 
by lesions of the subcortical areas, particularly the 
hypothalamus. A reciprocal relationship may exist 
between the appetite-stimulating center and the 
appetite-inhibitory center, and changes in either of 
these may result in alterations of satiety.° The drugs 
may act on these areas by influencing localized 
neurohormonal activity. 


1120 Church Ave., Brooklyn 18, N. Y. 


The amphetamine combination used in this study was sup- 
plied as Obetrol by Obetro] Pharmaceutical, division of Rexar 
Pharmacal Corp., Brooklyn, N. Y. 
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The subject of this paper is the scope of what 
occupational health encompasses or should en- 
compass and what sort of relations obtain or should 
obtain between physicians engaged in this work 
and their confreres in the private practice of medi- 
cine. First, clarification should be made of the 
terms used to denote the several disciplines and 
activities involved in ministering to the health 
of the working man. The American Medical Asso- 
ciation council is called the Council on Industrial 
Health. The principal specialty society of physi- 
cians serving industry is called the Industrial Medi- 
cal Association. However, the specialty for which 
certification is now given qualified physicians by 
the American Board of Preventive Medicine is 
called occupational medicine rather than industrial 
medicine. Industrial nurses are beginning to call 
themselves occupational health nurses. Industrial 
hygienists, however, still cling to their title and 
have not yet called themselves occupational hy- 
gienists. “Occupational” is a broader term than 
“industrial” as the latter connotes industry, particu- 
larly manufacturing, whereas the former includes 
all “occupied” or employed persons, whatever the 
nature of their employment. We have to avoid, 
however, the extreme of having occupational health 
services cover all persons who “work” since, in the 
physiological sense, breathing is “work” and, ipso 
facto, the clientele of occupational health services 
could then be made to include all persons who 
breathe. Our confreres in private practice could 
not be blamed if at this point they rose up in 
righteous wrath. 


Secretary, Council on Industrial Health, American Medical Associa- 
tion. 

Read before the Occupational Health Seminar, Chapel Hill, N. C., 
Feb. 6, 1959. 


SCOPE AND INTERPROFESSIONAL RELATIONS OF OCCUPATIONAL 
MEDICINE 


B. Dixon Holland, M.D., Chicago 


Occupational health is preventive medicine 
in the working environment. The industrial 
physician gives attention to the heolthfulness 
of the conditions and materials of the work 
and performs certain services; the latter em- 
brace physical examinations, referral of 
patients to their family physicians when non- 
occupational disease is found, health educa- 
tion and counseling, emergency or palliative 
treatment for certain nonoccupational condi- 
tions, immunization against diseases to which 
workers are occupationally exposed, and 
certain nonoccupational preventive health 
services. There must be free communication 
and mutual understanding between plant 
physician and family physician. In situations 
requiring mediation by a third party the 
county medical society’s grievance committee 
should hear both sides. The problems and 
procedures of the industrial physician should 
be set forth at meetings under the auspices 
of state medical societies. Such presentations 
help to foster good relations between plant 
and family physicians. 


The term “occupational” is really a better term 
than “industrial” as it refers to white-collar as well 
as blue-collar workers, persons employed in service, 
commercial, and business establishments as well 
as persons working in nuts and bolts factories, and 
farm and government workers as well as foundry 
workers. It follows, then, that “occupational health” 
is the proper term to denote those services carried 
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on for the protection and promotion of the health 
of employed personnel; “occupational medicine” 
properly denotes the physician’s role therein and 
“occupational health nursing,” the nurse’s role. The 
industrial hygienist retains his same designation 
but has an area of coverage coextensive with that 
of the physician and nurse. 


Scope of Occupational Health and of the 
Physician’s Activities Therein 


A publication entitled “Scope, Objectives and 
Functions of Occupational Health Programs” was 
prepared by the Council on Industrial Health two 
years ago, approved by the Board of Trustees, and 
adopted and promulgated by the House of Dele- 
gates of the American Medical Association as an 
official policy statement of the Association. 

Health Protection and Promotion.—Occupational 
health is defined as essentially preventive medi- 
cine—health protection and promotion—in the work- 
ing environment. It affords benefits to the personal 
health of the worker but only as a by-product, as 
it were. Occupational health properly includes (1) 
detecting, evaluating, and correcting hazards to 
health posed by the environment in which, and the 
materials with which, the employee works and 
(2) examining the employee medically at suitable 
intervals to place him at work he can perform 
efficiently and with safety to himself and others 
and discover promptly any health impairment at- 
tributable to his work. If, in the course of such 
occupational health examinations, health defects 
not attributable to work are found, and the worker, 
being apprised of them, has them cared for by 
his family physician, the worker realizes a_per- 
sonal health benefit, but only as a by-product. 

Health Education and Counseling —Health edu- 
cation and counseling are also properly included 
in an occupational health program. 

Treatment.—Definitive treatment of nonoccupa- 
tional illness and injury is not properly a function 
of occupational health programs. Palliative, non- 
repetitive, or emergency treatment of any condi- 
tion may properly be performed in an occupational 
health program. Definitive treatment of occupa- 
tional illness and injury, while properly included 
in an occupational health program to the limits 
imposed by its personnel and facilities, is really 
not a part of occupational health, which is essen- 
tially a preventive medicine, health protection, and 
promotion service in the working environment. 

Screening Procedures.—Procedures designed to 
uncover evidence of nonoccupational health im- 
pairments, such as degenerative, metabolic, and 
malignant diseases, are in considerable vogue, par- 
ticularly multiphasic screening procedures applied 
to various groups of people, including employee 
groups. Strictly speaking, these do not fall within 
the scope delineated for occupational health pro- 
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grams in this American Medical Association publi- 
cation on “Scope, Objectives and Functions of 
Occupational Health Programs.” However, few 
medical societies would object to plant medical 
departments’ performing such procedures on plant 
employees, particularly if employees who, through 
such procedures, showed evidence of possible non- 
occupational health impairment were referred to 
their family physicians for definitive diagnosis or, 
at least, definitive treatment. In defense of plant 
medical departments’ doing these procedures, some- 
one is likely to cite the example of the secretary 
in a plant who was found, on cytological examina- 
tion of a uterine cervical smear, to have cancer 
in a sufficiently early stage to permit successful 
treatment. The implication is—and possibly it is 
the correct one—that had she not been examined 
then and there, her cancer might not have been 
discovered until it was too advanced to be cured. 
Then there is posed mutely, if not voiced, the 
rhetorical question, admitting, of course, of only 
one answer: Would it have been better had she 
not been given this test? Until physical examinations 
or screening procedures of apparently well persons 
are practiced to a more desirable degree of con- 
sistency and regularity in physicians’ offices and 
other community health facilities, it would seem 
callous to prohibit their performance by industrial 
medical departments. However, medical societies 
will have to address themselves to this problem, 
and it is hoped that they will find a solution agree- 
able to all concerned and in the best interests of 
the health of the people. 

Immunization.—_Immunization poses a compara- 
ble problem. To what extent is an industry justified, 
warranted, or beholden to offer its employees 
immunization procedures as part of its occupational 
health program? Certainly there can be no gain- 
saying that an industry should offer its employees 
available immunization procedures against such 
diseases as they are peculiarly exposed to by the 
materials with which and in the countries or places 
in which they have to work. 

Many other criteria are advanced for guiding 
an industry in immunizing its employees. Some 
of the most liberal industrial physicians claim 
that any available immunization procedure what- 
soever should be offered employees for the sake 
of their health. Others, while not going this far, 
hold that whenever a disease, even one not pe- 
culiar to the place or conditions of work, threatens 
a plant’s output, the plant is warranted in offering 
its employees immunization procedures against this 
disease, if there are any. Others hold that the 
criterion should be not simply the threat of the 
output, per se, of a plant, company, or other estab- 
lishment, but the curtailment or suspension of the 
delivery of services or goods vital to the health, 
safety, welfare, or economy of the public, such as 
food manufacturing and delivery, public health 
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services, police and fire protection, water, gas, and 
electric services, and public transportation. Here, 
again, medical societies should come to grips with 
the problem, and it is hoped that they will find a 
solution satisfactory to all concerned. Such solution 
should recognize that the prevention as well as 
the detection and treatment of nonoccupational 
illness is primarily within the province of the pri- 
vate practice of medicine but that there are times 
and situations where the job to be done in immu- 
nization is so great, and the means wherewith and 
the time in which to do the job so limited, that all 
available hands must help. 

“Courtesy” Services.—It seems to be a common 
practice for an industrial dispensary to perform, 
as a “courtesy” to private practitioners, various 
personal health services, particularly diagnostic, for 
those patients of these private practitioners who 
work in the plant. The physician is at some dis- 
advantage when his patient comes to him and 
says, “I can get this blood test in the dispensary 
of the plant where I work, if you will give me a 
note to authorize it.” The implication is that if the 
physician does not oblige he is denying his patient 
something which the patient has coming to him 
for nothing and which he possibly could get an- 
other physician to authorize. The physician, then, 
is likely to permit such services to be performed 
as a “courtesy” to him. Some medical societies, 
however, have inveighed against this practice, ad- 
ducing various reasons. One has threatened with 
disciplinary action any of its members who accept 
from industrial dispensaries such services for their 
patients. Here, again, medical societies must find 
the solution to this problem, hopefully keeping all 
concerned happy. 

Summary.—The scope of occupational health pro- 
grams is seen, then, to embrace at any given time 
and in any given location so much of the following 
as local needs require and as the cognizant medical 
society approves: (1) attention to the healthfulness 
of the place, conditions, and materials of work and 
(2) such services for workers themselves as (a) pre- 
placement and periodic physical examinations to 
insure their placement in work they can perform 
efficiently and with safety to themselves and others 
and to detect any health impairment they may sus- 
tain from their work; (b) referral to their family 
physicians for nonoccupational health conditions 
found; (c) health education and counseling; (dd) 
treatment, largely emergency, palliative, and non- 
repetitive, for nonoccupational conditions and treat- 
ment within the capabilities of the plant medical 
personnel and facilities for occupational conditions; 
(e) immunization against diseases to which they 
are occupationally exposed; and (f) such nonoccu- 
pational preventive health services—as immuniza- 
tion and multiphasic screening tests—as are currently 
in vogue in the community. 


OCCUPATIONAL MEDICINE—HOLLAND 97/1517 


The physician is generally considered the captain 
of the team that carries out such programs. Other 
team members are the industrial hygienist or in- 
dustrial hygiene engineer, who looks to the health- 
fulness of the work environment, and the industrial 
nurse or occupational health nurse, who acts for 
and under the direction of the physician, assisting 
him in the performance of physical examination 
procedures and other services on the person of the 
worker, imparting health education and counseling, 
maintaining records, and in many other ways run- 
ning the dispensary. 


Interprofessional Relations 


Professional relations between physicians in oc- 
cupational health and their confreres in private 
practice will be determined largely by the extent 
and effectiveness of the communications between 
the two groups and by the extent of their adher- 
ence, individually and collectively, to the golden 
rule. In short, the industrial physician has to get 
the attention of his confrere in private practice, and 
the latter has to give his attention, to the end that 
all physicians are acquainted with the proper scope, 
objectives, and functions of occupational health 
programs. 

Application of the Golden Rule.—Physicians asso- 
ciated with occupational health programs must 
scrupulously keep within this proper scope and per- 
form only proper functions at all times. In so ad- 
hering to the golden rule, the industrial physician 
can come with “clean hands” to his confrere in 
private practice and rightly expect him to recipro- 
cate in kind, to cooperate with him in the many 
ways required to insure the success of the occupa- 
tional health program. The private practitioner, for 
instance, it is hoped, would be more careful and 
conscientious in issuing to the plant's employees 
notes entitling them to sick leave and would recom- 
mend only so much sick leave as required for 
strictly health reasons. It is hoped that the plant 
physician and family physician would communicate 
freely with each other about the health of their 
employee-patient. It is hoped that they would ex- 
change their physical and laboratory examination 
findings and their clinical impressions, even their 
recommendations for the round-the-clock, day-in- 
and-day-out management of the case. The employee- 
patient concerned would benefit enormously, far 
more than were his family physician and plant 
physician otherwise disposed. 

The family physician, further reciprocating the 
plant physician’s adherence to the golden rule, 
would avoid the altogether too common practice 
of ascribing to a patient’s work environment, solely 
by the process of elimination, illness or symptoms 
for which no other cause is found. Rather, he would 
contact the plant physician, tell him of the nature 
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of the employee-patient's illness and of the failure 
of examinations to discover the cause, and ask the 
plant physician whether anything in the work en- 
vironment in the plant could possibly account for 
this illness. This would be in accord with the injunc- 
tion that Bernardino Ramazzini, the 18th century 
“father of occupational medicine” gave physicians 
when he advocated that, in addition to the ques- 
tions propounded by Hippocrates, physicians ask 
their patients one other, “What is your work?” 

The family physician, meeting the plant physi- 
cian halfway, would also refrain from giving to the 
employee-patient whom he discharges from his care 
to return to work such impractical advice as, for 
instance, to do “light” work. Rather, he would con- 
fer with the plant physician, acquaint him with 
the nature of the employee-patient’s condition, and 
leave it up to the plant physician to recommend 
and medically supervise his proper placement at 
work in the plant. 

Such cooperation between the plant physician 
and the family physician can stem only from good 
communications between them and from adherence 
by both to the golden rule. Benefits would accrue 
therefrom to the employee-patient in the form of 
better and more prompt attention to his health 
needs; to the plant in the form of increased pro- 
duction attending the improvement of employee 
health and morale and decreased sick absence and 
turnover; and to the physicians involved in the form 
of enhancement of their diagnostic acumen and 
therapeutic skill. 

Keeping Programs Within Limits.—Of course the 
millennium has not arrived, and physicians, being 
human, will err and may not always forgive. 

Some plant physicians do perform and do permit 
their industrial dispensaries to perform ostensibly 
occupational health services outside of what are 
set as proper limits in this official A. M. A. policy 
statement and outside of the limits set by their 
state and county medical societies. The private 
practitioners, seeing this, cannot be blamed if they 
complain, even retaliate in various ways, such as 
by withholding that Utopian cooperation just dis- 
cussed. Plant physicians so transgressing should 
admit it and should then forthrightly either restrict 
their occupational health activities within the limits 
accepted by their county medical society or present 
to the county medical society grounds in defense 
of such of these services as do exceed these limits 
and ask that the limits be extended to cover them. 
Suppose the society renders a decision unfavorable 
to the plant physician in this situation. He should 
abide by it. However, if he chooses not to abide 
by it, he should so declare, rather than pretend 
to abide by it and then not do so. If the plant 
physician in this situation has the courage of his 
conviction that he is right in including in his occu- 
pational health program these services disapproved 
by his county medical society, he should set about 
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winning the society over to his way of thinking in 
as friendly a manner as possible, not truculently or 
defiantly. He should not simply “draw his cloak 
about him” and sever relations with the society, 
with hurt feelings or in a smoldering, “ulcerogenic” 
rage. 

The plant physician who, whether openly or 
covertly, continues to carry on ostensibly occupa- 
tional health services beyond the limits prescribed 
or agreed to by his county medical society should 
prepare himself to pay, and prepare his company 
to pay, the price thereof. This price could be lack 
of cooperation, if not outright passive or active op- 
position, on the part of his confreres in private 
practice. This would indirectly and eventually exert 
a detrimental effect on the health and morale of 
the employees of the plant and on its sick absence, 
turnover, and production. The gains netted in re- 
turn for this price might prove illusory and not 
worth the price in the long run if, indeed, in the 
“short run.” 

Communications.—Perhaps more frequent than 
actual transgressions are imagined or rumored 
transgressions of plant physicians. Not infrequently 
a family physician, extrapolating and generalizing 
from what he has heard, possibly from a patient of 
his who works in a plant, jumps to the conclusion 
that the plant’s physician and dispensary personnel 
are performing, under the guise of their occupational 
health program, services outside the limits set or ac- 
cepted by the county medical society. Possibly he 
does not speak about the matter to the plant physi- 
cian concerned, simply behaves toward him as 
though the allegations were established. Not being 
acquainted with such allegations, the plant physi- 
cian has no opportunity to refute them and state 
what he is actually doing. The family physician in 
this situation should, in all fairness to the plant 
physician, tell him what he has heard about his 
occupational health service and invite his comments, 
explanation, and clarification. 

The plant physician behaves, at times, equally 
unfairly toward the family physician. The allegation 
is likely to be false or exaggerated which the plant 
physician hears to the effect that the family physi- 
cian is aiding and abetting abuse of sick leave by 
a plant employee, that he is speaking disparagingly 
of the plant’s occupational health program, or that 
he is interfering with the plant physician’s exercise 
of his prerogative to guide medically the placement 
of an employee returning to work after an illness 
or injury. The plant physician, on hearing such an 
allegation, should, in adherence to the golden rule, 
seek a man-to-man talk with the family physician, 
tell him what he has heard about him, and invite 
his comments, explanation, and clarification. 

Most physicians serving industry do so on a part- 
time or on-call basis and carry on a private practice 
also. I might digress to say that the vast majority 
of the employed population in the United States 
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work in establishments too small to have a medical 
department of their own and that such services as 
they receive of the preventive medical sort de- 
scribed here must be at the hands of physicians in 
private practice in the community. Many physicians 
serving industry on a part-time or on-call basis and 
also carrying on a private practice are suspected 
of attracting, and many undoubtedly do attract, 
employees of the plants they serve into their offices 
as private patients, in a manner both unethical and 
unfair to their confreres in private practice. This is 
difficult to avoid. However, every physician con- 
nected with industry who practices privately should 
“bend over backward” to avoid committing and 
avoid even appearing to commit this offense. Here, 
certainly, adherence to the golden rule is advisable. 

There is another way in which the plant physi- 
cian may offend the private physician. Suppose the 
latter is taking care of a plant employee, either for 
a nonoccupational condition or, under workmen’s 
compensation, for an occupational condition. Sup- 
pose that the plant physician believes that the at- 
tending physician is not treating the patient cor- 
rectly or that he is performing unnecessary surgery, 
unduly prolonging hospitalization, requiring too 
many house or office calls, or charging excessive fees. 
Suppose the plant physician expresses such opinions 
to the employee-patient or to the plant management. 
When the attending physician hears of this, as he 
sooner or later will, somehow, he is likely to be 
hostile to the plant physician. The plant physician, 
instead of, or at least before, speaking critically of 
the attending physician to the employee-patient or 
plant management, should talk the matter over with 
the physician himself. 

Grievances.—Sometimes, however, two individuals 
will conceive a mutual distrust and will fail to try, 
or will be unable, to reach a reconciliation. They 
may even refuse to talk with each other. Likewise, 
an individual may embark on and persist in a 
course of action which he believes right but which 
some of his peers believe wrong. In all such situa- 
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tions, there should be an impartial third party to 
hear both sides and give them its findings and 
recommendations. The county medical society's 
grievance committee should so function. It should 
afford any plant physician or family physician 
whose actions or utterances, actual or alleged, have 
given rise to a misunderstanding or estrangement 
ample opportunity to give an account of such ac- 
tions or utterances and to explain and justify them. 
It is hoped that this committee will have the wis- 
dom and the courage to render a decision calculated 
to serve best the interests of all concerned and of 
medicine. It is hoped that the society will press for, 
and the physicians involved will go along with, the 
implementation of this decision. 


Summary 


There is now a well-defined area of medical prac- 
tice designated industrial or occupational medicine. 
Physicians engaged in such practice should con- 
scientiously try to avoid encroaching into the 
domain of the private practitioner, just as the latter 
should recognize the prerogatives of the industrial 
physician and should meet him halfway in his offer 
to communicate and cooperate. 

The county medical society should charge one of 
its committees, such as its grievance committee, to 
hear and amicably resolve, to the satisfaction and 
in the best interest of all concerned and of medi- 
cine, (1) any complaint to the effect that an indus- 
trial physician has failed to keep his program within 
limits accepted by the medical society and (2) any 
complaint to the effect that a private physician has 
usurped an industrial physician’s prerogative or 
otherwise unfairly and unwarrantedly interfered 
with his program. 

A seminar meeting in occupational health, held 
annually in every state, could prove invaluable in 
promoting occupational health and in establishing 
and maintaining good professional relations be- 
tween physicians engaged in such work and their 
confreres in private practice. 


NGIOCARDIOGRAPHY.—Angiocardiography has come of age. It is an estab- 
lished and valuable procedure in the hands of a competent team in the 
diagnosis of congenital malformations of the heart and great vessels. A re- 

surgence in its use has come about through a perfection of the technics for selective 
angiocardiography and retrograde aortography together with a marked mechanical 
improvement in high-speed biplane serial radiographic equipment and the develop- 
ment of safer contrast media. Angiocardiographic examinations, by establishing pre- 
operative diagnoses, have made it possible to determine whether hypothermia or 
extracorporeal circulation will be more suitable for a particular case. Further ad- 
vances in cine-angiography with image-intensifying equipment and the better view- 
ing afforded by the Spectroscope offer even greater possibilities for more effective 
use of this procedure.—W. G. Scott, M.D., and B. S. Loitman, M.D., Angiocardi- 
ography in Diagnosing Congenital Malformations of the Heart and the Great Vessels, 
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FLOW SHEET FOR USE IN OBSTETRIC COAGULATION PROBLEMS 
James C. Caillouette, M.D., Laurence D. Longo, M.D. 


Keith P. Russell, M.D., Los Angeles 


The problem of managing acute hemorrhage in 
the obstetric patient presents a challenge to every 
obstetrician. Proper diagnosis and adequate treat- 
ment demand an orderly and rapid sequence of 
procedures. Current reports in the literature stress 
the occurrence of coagulation defects in antepar- 
tum, intrapartum, and postpartum hemorrhage. The 
incidence of a coagulation defect has been found 
to be as high as 1 per 1,000 live births in a recent 
series.' It is the purpose of this communication to 
present a flow sheet which has been developed at 
the Los Angeles County Hospital for following the 
course of such patients. This record, shown in the 
figure and table, has been most helpful in the man- 
agement of acute hemorrhage complicating preg- 
nancy. 

Diagnosis 

Since the primary aims are early diagnosis and 
prompt treatment, the importance of a high index 
of suspicion cannot be overemphasized. The physi- 


Success in preventing and treating hemor- 
rhage in obstetric patients depends on the 
development of a systematic procedure which 
precludes the possibility of omissions and 
oversights. The danger of coagulation defects 
must be kept constantly in mind. The plan 
here outlined includes four tests designed 
to reveal such defects. If any exist, blood 
must be obtained for typing and crossmatch- 
ing in preparation for transfusions of whole 
blood. Three procedures are outlined for 
treating patients whose blood is deficient in 
fibrinogen, contains a heparin-like factor, or 
manifests fibrinolytic activity. The primary 
aims are early diagnosis and prompt treat- 
ment. 


Flow Sheet for Hemorrhage, Abruptio Placentae, Coagulation Defect, and Other Disorders (Reverse Side) 


Clot Observation Test.—Five-milliliter sample of maternal 
blood, in 15-ml, test tube. Gently agitate four or five times. 
In our experience at this hospital the clotting mechanism 
is defective if there is no clot within six minutes or if a 
clot forms which is not solid and lyses within one hour. 
In other hospitals with other equipment the maximum 
normal time of clotting may be longer. 

Size: After clot retraction a normal clot should occupy 
35 to 45% of the total volume of the blood specimen. 
Stability: Allow clot to stand one-half hour, then shake 
test tube a few times. A normal clot will withstand this 
procedure without breaking. 

Bedside Qualitative Fibrinogen Estimation Based on Clot 
Observation Test.—Clotting time less than 6 minutes: 
fibrinogen level probably greater than 150 mg.%. 
Clotting time more than 6 minutes, with poor clot: fi- 
brinogen level probably 100 to 150 mg.%. 

No clot in 30 minutes: fibrinogen level probably less than 
100 mg.%. 

Bedside Determination of Heparin-like Factor.—Five milli- 
liters of unclotted maternal blood plus 5 ml. of normal 
control blood, Failure of the combined specimen to clot 
indicates the presence of a heparin-like factor. 


Bedside Determination of Circulating Fibrinolysin.—Five 
milliliters of unclotted maternal blood plus 5 ml. of clotted 
normal control blood is held at room temperature. Lysis 
of the normal clot within one hour indicates the presence 
of fibrinolysin. 

Fibrinogen Replacement.—Four grams of fibrinogen must be 
given at a rapid rate to the patient with little or no cir- 
culation fibrinogen, to elevate the serum fibrinogen above 
the critical level of 100 mg.%. If the clotting defect is 
not significantly improved within one hour, an additional 
4 Gm. of fibrinogen should be given. Termination of the 
pregnancy should be expedited. 

Treatment of Heparin-like Factor —Dosage of protamine 
sulfate: 20 to 50 mg. intravenously. This should be given 
very slowly and should not be repeated unless persistence 
of the heparin-like factor can be subsequently demon- 
strated. 

Treatment of Fibrinolysin—Dosage of hydrocortisone: An 
initial intravenous dose of 200 mg. should be given, fol- 
lowed by 100 mg. every four hours during the first 24 
hours. Following this the dose can be decreased 100 mg. 
per day, and the intramuscular route can be used. 

Height of Fundus.—Measure with calipers in centimeters 
from symphysis pubis. 


cian who infrequently practices obstetrics may be 
unfamiliar with some of the bedside procedures in 
the diagnosis and management of coagulation de- 
fects associated with pregnancy. These bedside pro- 
cedures have been outlined in detail in previous 


“From the Department of Obstetrics and Gynecology, Los Angeles 
County Hospital, and the University of Southern California School of 
Medicine. 


articles.’ In brief, they are the clot observation test, 
qualitative fibrinogen estimation, and the determi- 
nation of circulating heparin-like factor or fibrinoly- 
sin level. 

The clot observation test appears essential in all 
cases of suspected abruptio placentae, postpartum 
bleeding which does not respond to the usual pro- 
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cedures of uterine massage, oxytocics, and repair of 
lacerations, intrauterine fetal death, and profound 
shock suggestive of amniotic fluid embolism. In 
essence, the diagnosis of fibrinogen deficiency, 
heparin-like factor or fibrinolysis must be suspected 
in every case of hemorrhage of undetermined 
etiology. 
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Management 


Once the diagnosis of a coagulation defect has 
been established, proper management must be in- 
stituted immediately. In the absence of a well- 
organized course of procedure, the most routine 
measures may be inadvertently overlooked. The 
steps which should be taken in rapid sequence are 


Blood Group_— 


Grava Para AB SB 


Weeks Gestation. Date. 


Ist Hour 


2nd Hour 3rd Hour 


Time ampm 15min. 30min. 45 min. 60 min. 


15min. Demin. 45min. min. 3min. 45 min. 60 min; 


Blood Pressure 


Pulse 


Respirations 


Fetal Heart Tones 


*Height of Fundus 


Uterine Contractions 


Frequency 


Duration 


Intensity 


Cervix Dilation 


Effacement 


Wonbranes 


Station 


*Clotting Time 


Size 


Stability 


*Fibrinogen, Qualitative 


Quantitative 


*Heparin-like Factor 


*Fibrinolysin 


Est, Blood Loss 


Hemoglobin 


Hematocrit 


Blood Volume 


Intravenous Fluids 


—Whole Blood 


* Fibrinogen 


~Plasma 


~Other 


Pitocin 


*Protamine Sulphate 


*Acth 


*Cortisone 


Urine Output 


Blood on Hand 


Fibrinogen on Hand 


Surname First Name Middle Name Age 


Race Hospital Number Ward 


Flow sheet for hemorrhage, abruptio placentae, coagulation defect, and other disorders. (*See reverse side of sheet, presented 


in table.) 
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to (1) obtain blood for typing and crossmatching, 
(2) administer whole blood in amounts sufficient to 
replace the estimated blood loss, with general anti- 
shock measures, (3) give fibrinogen intravenously, 
when indicated, until the blood clot is stable, (4) in- 
stitute antiheparin or antifibrinolysin therapy as 
indicated, and (5) expedite delivery. 


Summary 


The most important single point in the diagnosis 
of a coagulation defect in pregnancy is a high index 
of suspicion. A flow sheet has been found useful in 
the diagnosis and management of this problem. 

511 S. Bonnie Brae St. (57) (Dr. Russell). 
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Printed copies of the flow sheet may be obtained from 
Cutter Laboratories, Berkeley 4, Calif. 
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OBSERVATIONS ON ONE HUNDRED CASES OF CEREBRAL ANGIOMA 


Fuad Sabra, M.D., Beirut, Lebanon 


In recent years there has been a revival of interest 
in the surgical treatment of cerebral angiomatous 
malformations.’ In part, this is due to the wide- 
spread use of cerebral angiography which allows 
for more precise definition of this lesion in regard to 
size, location, and source of blood supply. In addi- 
tion, the application of hypothermic and hypoten- 
sive techniques to neurosurgery has markedly 
reduced the hazards of uncontrolled hemorrhage 
during operation. Despite these advances, the opera- 
tion is not without risk, as it may result in irrever- 
sible neurological deficit, such as aphasia, hemi- 
plegia, or other focal neurological defects. It seems 
appropriate, therefore, that a review of the symp- 
toms and natural history of this disease be under- 
taken to afford a background for assessing the 
value of operative intervention. 

Various aspects of cerebral angiomas have 
appeared in the literature.” This report deals with 
the clinical, electroencephalographic, pneumo- 
graphic, and roentgenographic findings. In a future 
communication, I shall report on the longevity of 
patients with such lesions, the natural history of the 
disease, and the comparative results of surgical and 
conservative treatment. 

Cushing and Bailey * divide all the cerebral 
vascular abnormalities into two groups: (1) the 
true neoplasms or hemangioblastomas and (2) the 
cerebral vascular malformations. The latter group, 
which is the subject of this paper, is divided into 
three forms: telangiectases, venous angiomas, and 
arterial angiomas (arteriovenous aneurysms ). 


Associate [Professor of Neurology, American University of Beirut. 


Symptoms that should alert the clinician 
to consider diagnosis of cerebral angioma 
include focal convulsive seizures in patients 
under 30 years of age, evidence of sub- 
arachnoid hemorrhage, cranial bruit, linear 
streaks of calcification in x-ray films of the 
skull, and recurrent hemicrania. The patients 
in this series were proved to have a true 
angiomatous malformation by cerebral angi- 
ography, intracerebral operation, or autopsy. 
Of the 100 patients, 52 were females and 
48 males. 


These cerebral vascular malformations are as- 
sumed to result from defective development of the 
primitive vascular plexus.’ Such angiomas may be 
very small and located on the surface of the brain. 
They may also be huge, in the form of a solid tri- 
angle with the base on the surface of the brain and 
the apex deep in the cerebrum near the ventricular 
system. 

Case Material 


The patients included in this study were proved 
to have a true angiomatous malformation by one of 
the following methods: cerebral angiography, 
intracerebral operation, or autopsy. Patients studied 
were admitted to either the Neurological Institute 
of New York or the American University Hospital 
in Beirut, Lebanon. 
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Of the 100 patients studied, 52 were females and 
48 males. Their ages ranged from 3 months to 63 
years. The average age at which the first symptoms 
occurred was 28 years. The patients were evaluated 
for the following major clinical characteristics of the 
disease: convulsive seizures; subarachnoid hemor- 
rhage, with or without focal neurological signs; 
headache; cranial bruit; linear calcification seen in 
x-ray films of the skull; electroencephalographic 
abnormalities; pneumoencephalographic abnormal- 
ities; changes in the cardiovascular dynamics; and 
abnormalities of the peripheral blood cell count. 


Results 


Convulsive Seizures.—Seventy patients suffered 
from convulsive seizures; 50 of them had focal 
seizures and 20 had generalized attacks without 
aura. The lesions in the patients who had general- 
ized convulsions without aura were usually located 
in either the temporal or the frontal lobes. In al- 
most all the 50 patients who suffered from focal 
seizures, the aura was of localizing value. In fact 
it was a more accurate index to the location of the 
lesion than the electroencephalographic study. 

Forty-eight of the 70 patients who suffered from 
convulsive seizures received anticonvulsant medi- 
cation regularly. In 25 patients the attacks were 
completely controlled; in 14 the seizures were re- 
duced in frequency; and in 9 there was no change 
in the seizures. One patient developed attacks of 
status epilepticus after surgical removal of an angi- 
oma. The intravenous administration of thiopental 
(Pentothal) sodium was effective in controlling 
these attacks. 

Hemorrhage.—Intracranial hemorrhage, the most 
serious complication of cerebral angiomas, occurred 
in 45 patients. Bleeding into the subarachnoid space 
was present in all 45 patients. In 21 patients there 
was simultaneous subarachnoid and intracerebral 
hemorrhage. Three patients had three episodes of 
hemorrhage, 21 had two, and 21 had only one. 

Headaches.—Forty patients had recurrent head- 
aches. Headaches which developed at the time of 
subarachnoid or intracerebral hemorrhage or after 
a convulsive seizure were excluded from this 
analysis. In 20 patients the headaches were pre- 
ceded or accompanied by visual phenomena simu- 
lating those of migraine. Of the 20 who had 
migraine-like headaches, 5 suffered from diplopia 
during the attack of headache. Hemicrania, when 
present, was always on the side of the angioma. 

Cranial Bruit.—Twenty-five of the 100 patients 
had an audible bruit. This was most commonly 
found over the eyeballs or mastoids. In five of the 
patients with an audible bruit, the arteriovenous 
malformation was fed by the external carotid artery. 

Blood Pressure, Heart Size, and Heart Murmurs.— 
Ninety-nine patients had normal blood pressure. In 
one patient the pressure was 160/100 mm. Hg. En- 
largement of the heart shadow in x-ray films of 
the chest was not found in any of the patients. This 
is in contrast to the report of Brock and Dyke,‘ 
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who found enlargement of the heart in four of 
eight patients. Low diastolic pressures have been 
reported by Shenkin and associates.’ This was pres- 
ent in one patient in the present series. None of the 
100 patients had polycythemia. 

X-rays of the Skull.—Intracerebral calcifications, 
in the form of circular or parallel streaks, were pres- 
ent in 20 patients. In four there was widening of the 
sella turcica and osteoporosis of the dorsum sellae. 
In 15 patients the vascular channels in the cranium 
overlying the arteriovenous aneurysm were enlarged. 

Electroencephalographic Studies—The electro- 
encephalogram showed abnormal findings in 56 
patients (to compare, see study by Groethuysen and 
associates °). Correct lateralization of the lesion was 
obtained in 42 patients, all of whom had convulsive 
seizures. In the remaining 14 there were no focal 
abnormalities. Of the 21 patients who had intra- 
cerebral hemorrhage, 18 developed convulsive seiz- 
ures, and all of these had electroencephalographic 
changes on the side of the lesion. 

Pneumographic Studies. — Pneumoencephalog- 
raphy or ventriculography was performed in 28 
cases because the symptoms and signs suggested an 
expanding intracranial mass. Reports in the litera- 
ture indicate that the usual finding in the pneu- 
moencephalogram is localized or generalized 
atrophy of one hemisphere. Occasionally, there is 
shifting of the intracranial contents plus atrophy of 
the brain of the side of the shifted ventricle.” Fif- 
teen of the patients in the present study, however, 
showed pneumoencephalographic changes charac- 
teristic of an expanding mass without atrophy. 
Angiography was performed in four of these pa- 
tients, and the arteriovenous aneurysm was, of 
course, clearly demonstrated. The other 11 patients 
were subjected to craniotomy, with the preoperative 
diagnosis of brain tumor. Eleven patients showed 
local atrophy at the site of the arteriovenous 
aneurysm. Two showed generalized atrophy of the 
cerebrum and cerebellum; these two patients had 
large arteriovenous aneurysms. The malformation 
apparently produced a large sk.unt, and the atrophy 
of the cerebrum and cerebellum was explained on 
basis of decreased blood supply to these areas of 
Summary and Conclusions 

In 100 patients suffering from cerebral angioma, 
the lesion was confirmed by angiography, operation, 
or autopsy. The onset of symptoms was in the third 
decade of life in the majority of cases. Symptoms 
indicative of intracerebral hemorrhage occurred in 
45 patients. 

Twenty patients suffered from migraine-like 
headaches. The headache, when hemicranial, was 
always on the side of the lesion. Convulsive seizures 
occurred in 70 patients. These were focal in nature 
in 50. The aura was of more value in localization of 
the lesion than the electroencephalogram. About 
two-thirds of the patients suffering from seizures 
responded well to anticonvulsant medication. 
Twenty-five of the patients had an audible bruit. 
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None of the patients had polycythemia, enlarge- 
ment of the heart, or cardiac murmurs. Only one 
patient had a low diastolic pressure. 

The electroencephalogram was useful in laterali- 
zation of the lesion in the 42 patients who suffered 
from focal seizures. Linear streaks of calcification 
were present in the x-ray films of the skull in 20 
patients. Findings indicative of expanding intra- 
cranial lesions were present in the pneumoenceph- 
alograms of 15 patients, and focal or generalized 
cortical atrophy was present in 11. The lesion was 
clearly demonstrated by angiography in all patients 
in whom these tests were performed. 

The following group of symptoms should alert 
the clinician to consider the diagnosis of a cerebral 
angioma: recurrent hemicrania, always localized to 
one side of the head; the occurrence of focal con- 
vulsive seizures in patients under 30 years of age; 
evidence of subarachnoid hemorrhage, with or 
without focal neurological signs; cranial bruit; and 
linear streaks of calcification in the x-ray films of 
the skull. The diagnosis can be confirmed by 
angiography. 

Professors H. Houston Merritt and J. Lawrence Pool and 
colleagues at the American University Hospital of Beirut 
gave permission to use case records of their patients. Dr. 
Melvin D. Yahr, Neurological Institute of New York, aided 
in study of these cases. 
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particularly jet air travel, does not present a hazard to patients who are 
transportable. However, owing to a lack of medical facilities and trained 
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medical personnel aboard commercial aircraft and in consideration of the comfort 
of fellow passengers, certain restrictions are necessary: 


A patient whose illness is objectionable to other passengers because of appearance 
or odor should not be permitted to travel on commercial aircraft. Patients with 
contagious diseases should not be carried for obvious reasons. A patient who, be- 
cause of his illness, cannot take care of his needs should not be carried unless, by 
previous arrangements, a suitable medical attendant travels with him. Cabin attend- 
ants are usually too busy with routine duties to provide anything but simple 
emergency first aid care to an individual passenger. Patients whose behavior might 
be upsetting or hazardous to fellow passengers should not be carried. This applies 
primarily to patients with severe emotional disturbances. Patients with illness of a 
type or severity to present a serious hazard in a mild respiratory stress situation 
when expert medical care is not immediately available should not fly on commercial 
aircraft. Illnesses associated with trapped gases in body cavities, such as pneumo- 
thorax, should not fly because of gas expansion at altitude. 

Problem cases should be evaluated for flight by the private physician on an in- 
dividual basis, As an example, since there are no adequate facilities to perform a 
delivery in the air, a woman beyond the eighth month of pregnancy should not fly. 
Air travel is not injurious to an expectant mother or the unborn child, but a delivery 
in anything but medical environment can cause unnecessary problems, . . . 

Airline medical directors are available for consultation, with the personal phy- 
sician, on cases presenting special or difficult problems in relation to air travel.— 
M. Frederick Leeds, M.D., Medical Aspects of Commercial Jet Air Travel, California 
Medicine, April, 1959. 
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The frequent ingestion by children of substances 
containing lye and the frequent occurrence of 
esophageal strictures and stenosis as a result make 
the treatment of this ingestion important. The addi- 
tion of steroid therapy to the management of this 
problem has greatly altered the prognosis, and for 
this reason we wish to present our results with 13 
children so treated. 

A survey in 1957 showed lye to be the fifth lead- 
ing cause of poisoning in patients under the age of 
19 years.’ It is mentioned especially frequently as 
an important problem in the 1-to-4-year age group. 
Prior to the introduction of steroids, it was es- 
timated by various authors that from 56 to 70% of 
those ingesting lye developed esophageal stric- 
tures.” Hanckel,’ in 1951, described the pathological 
physiology which occurs. The immediate reaction is 
one of inflammation and edema, causing dysphagia 
which disappears in two or three days as the swell- 
ing subsides. This is followed by a period of normal 
swallowing until scar tissue gradually forms, and 
obstruction of the esophagus occurs in two to three 
weeks after the initial burn. Difficulty in swallow- 
ing solids appears first, then difficulty in swallow- 
ing liquids, with complete stenosis in 50 to 60% of 
cases. Untreated, all of these patients will die from 
dehydration and starvation. Treatment until re- 
cently has consisted of bougienage, either blind or 
visually with the aid of an esophagoscope, or surgi- 
cal resection. A 25-year survey done in 1956 en- 
compassed cases of 233 patients; 206 had severe 
esophagitis, 188 responded to repeated bougienage, 
14 required resection, and 5 died from perforation 
of the esophagus.” 

Rosenberg and associates,* in 1951, undertook the 
use of cortisone in experimentally produced sodium 
hydroxide burns of the esophagus in rabbits and 
found that, while 7 of 8 controls developed severe 
strictures, only 1 of 17 treated with cortisone devel- 
oped a mild stricture. However, 10 of the 17 died of 
infection, predominantly mediastinitis. In a repeat 
study,” in 1953, the same group added penicillin to 
the treatment and found that only 3 of 21 rabbits 
so treated died (2 from diarrhea, 1 from pneumo- 
nia) and only 1 developed a stricture. 

Weisskopf,° in 1952, treated a 17-month-old boy 
who ingested lye with cortisone and oxytetracycline 
(Terramycin) therapy with a good result. He then 
produced lye burns in seven dogs which he treated 
with cortisone and oxytetracycline for from 7 to 
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The effectiveness of cortisone in prevent- 
ing esophageal stenosis after ingestion of lye 
in rabbits suggested the use of steroids for 
the prevention of stenosis in children who 
have swallowed lye. Prednisone was adminis- 
tered to 13 children who had swallowed 
lye. The data are summarized. In three cases 
which are described in detail the lye was 
strong enough to cause visible lesions in the 
mouth. The dosage of prednisone was 10 mg. 
each six or eight hours for periods up to 16 
days, with tetracycline to prevent infection. 
Neither infection nor stricture appeared in 
any of the 13 children. Although the treat- 
ment with steroids appeared to be effective, 
the real answer lies in the prevention of acci- 
dents with lye. 


120 days. No strictures resulted, but one died from 
pneumonia; strictures developed in seven of eight 
controls. This work prompted the use of steroids 
in children who accidentally ingested lye-contain- 
ing products. The first report of any magnitude 
was that of Ray and Morgan,’ in 1956, who re- 
ported 10 patients treated with cortisone and anti- 
biotics in whom no strictures developed and one 
patient in whom treatment was begun four days 
after ingestion and in whom a stricture developed 
after three months. Cleveland and associates,” in 
1958, reported a similar program, with slightly less 
good results. Three of 14 whom they treated devel- 
oped strictures, and 2 of 4 who had less than opti- 
mum treatment also developed strictures. 

We have been using steroids and antibiotics in 
the treatment of lye ingestion for over two years. 
Since our results to date have been uniformly good, 
we wish to outline the regimen used and comment 
somewhat about it. 


Treatment and Results 


A total of 13 children have been treated with 
prednisone (Meticorten) and antibiotics, all but 
one in the past two years. At the beginning the 
dosage schedule was not definitely established, and 
there was some variation in the length of treat- 
ment, depending on the judgment of the attending 
staff, severity of the burn, and findings at esopha- 
goscopy. However, for the past year the procedure 
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has been standardized, and the last 11 patients were 
treated similarly, with the exception of the patient 
in case 7, who ingested a preparation containing 
only 4.5% sodium hydroxide and who did not have 
esophagoscopy. The other 12 patients ingested a 
concentrated sodium hydroxide preparation. 

On admission all patients had a nasogastric tube 
inserted for feeding purposes, which was removed 
after three days. Two patients pulled out their 
tubes within 24 hours, and they were not reinserted. 
Clear liquids, progressing to a soft diet in three 
days, were given. A chest x-ray and tuberculin test 
were done on the day of admission, and therapy 
with prednisone was started with approximately 1 
mg. per pound of body weight per 24 hours, 
divided into three or four daily oral doses. Tetra- 
cycline was given in a dosage of 15 to 20 mg. per 
pound per day orally. Esophagoscopy was done 7 
to 10 days after admission; if no burn was noted, 
treatment with steroids was tapered off over the 
next few days, and tetracycline was withdrawn one 
day after steroid therapy was discontinued. If a 


Data on Thirteen Patients Treated for Lye Burns 
of the Esophagus® 


Days of 
Intensive 
Prednisone Follow- 
Dosage Esophagoscopy Results up, Mo. 
6 Not done 42 
9 Not done 4 
13 Hyperemia and edema 2 
12 Hyperemia 2 
13 Hyperemia and ulceration rR 
1 Hyperemia and edema 11 
6 Not done & 
15 Hyperemia and edema 5 
13 Hyperemia 4 
uu Hyperemia and edema 3 
16 Granulations and bleeding 3 
10 Normal 2 
16 Hyperemia and edema 1 


* Results of “barium swallow” were normal in all cases except 1 and 
7, in which cases study was not done. 


burn was found in the esophagus, therapy with 
prednisone was continued for another week and a 
“barium swallow” performed. If no stricture was 
noted on the “barium swallow” (and none was), 
treatment with prednisone was then tapered off at 
a slower rate over the next two to three weeks and 
stopped. Blood pressures were checked daily and 
frequent urinalyses for sugar were performed; no 
complications were noted. No supplemental potas- 
sium was given, and there was no restriction of salt 
intake. 

There were no strictures in any of the 13 pa- 
tients so treated, and there were no complicating 
infections. All children were asymptomatic within 
three days after admission and remained so. Esoph- 
agoscopy was performed in all but the first two 
patients and the seventh, who ingested a dilute 
lye preparation. In all but one there was evidence 
of burn in the esophagus, either hyperemia and 
edema or ulceration. A “barium swallow” was per- 
formed in 11 patients at about two to three weeks 
after ingestion and was normal in each instance. 
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Follow-up varied from one month to three and 
one-half years, and no subsequent strictures have 
developed. A summary of the cases is presented 
in the accompanying table. Three representative 
cases are described in more detail. 


Report of Cases 


Case 3.—A 14-month-old girl was admitted to 
the Delaware Hospital on Dec. 20, 1957, with a 
history of having ingested an unknown amount of 
a concentrated lye preparation just prior to admis- 
sion. Physical examination revealed a well-devel- 
oped child, weighing 18 Ib. (8,164 Gm.), and in 
no apparent distress. Her lips were swollen, and 
burns were seen in the inside of her mouth, with 
partial denudation of her tongue. No other ab- 
normalities were noted. Routine blood cell count 
revealed a hemoglobin level of 9.3 Gm. per 100 cc. 
and a hematocrit of 33%; white blood cell count 
and differential were within normal limits, as was 
the urinalysis. A tuberculin test was negative, and 
her chest x-ray was reported as showing normal 
heart and lungs. A nasogastric tube was passed 
immediately after admission, and through it she 
was fed a diet of food prepared in a “blendor” 
until Dec. 28, when it was removed and a soft 
diet given. She was given therapy with prednisone, 
15 mg. for the first dose and then 10 mg. every 
eight hours, and tetracycline, 150 mg. for the first 
dose and then 100 mg. every eight hours. On 
Dec. 28 esophagoscopy was carried out with the 
patient under general anesthesia, and marked hy- 
peremia and edema were seen in the proximal 
portion of the esophagus and also in its distal 
portion. Prednisone therapy was continued in the 
same dosage until Jan. 2, 1958, after which it was 
reduced stepwise over the next week and with- 
drawn on Jan. 8. Tetracycline therapy was con- 
tinued until three days after her discharge on 
Jan. 8. A “barium swallow” was performed on the 
day of discharge and was normal. The child has 
been asymptomatic for over a year. 

Case 10.—A 24-month-old girl was admitted to 
the Delaware Hospital on Dec. 2, 1958, with a 
history of ingestion of an unknown quantity of a 
concentrated lye preparation about 45 minutes prior 
to admission. She vomited immediately after swal- 
lowing the lye. Initial physical examination re- 
vealed a well-developed child, weighing 28 lb. 
(12.7 kg.), and in no apparent distress. Her tongue 
was desquamated over an area of about 1 in. in 
diameter; no other evidence of burn was noted, 
and the remainder of her examination was within 
normal limits. Blood cell count was normal; uri- 
nalysis revealed 1+ albumin, 4+ acetone, and 
8-10 white blood cells per high-power field on ad- 
mission, but was normal when repeated. A tuber- 
culin test was negative, and a chest x-ray was 
reported as showing normal heart and lungs. A 
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nasogastric tube was inserted on admission and a 
full liquid diet was begun; however, she pulled 
out her tube after about 36 hours and it was not 
reinserted. She tolerated orally given fluids well, 
and she was given a soft diet on Dec. 5. Predni- 
sone, 10 mg., and tetracycline, 125 mg., were given 
every six hours. On Dec. 12 esophagoscopy was 
carried out with the patient under general anes- 
thesia, and the esophagus appeared normal. The 
dosage of prednisone was then tapered off over 
the next week. She was discharged on Dec. 19, 
still on therapy with 5 mg. of prednisone every 
eight hours, and this was reduced gradually and 
stopped on Jan. 7, 1959, at which time the tetra- 
cycline therapy was also discontinued. She has 
had no symptoms since. 

Case 13.—An 18-month-old boy was admitted to 
the Delaware Hospital on Jan. 7, 1959, with a 
history of ingestion of a concentrated lye prepara- 
tion from a bottle approximately two hours prior 
to admission. He vomited immediately after the 
ingestion. Physical examination revealed a well- 
developed boy, weighing 27 lb. (12.2 kg.), and 
in no apparent distress. Denuded areas were pres- 
ent on his lips, gums, tongue, and posterior phar- 
ynx, but no other abnormalities were noted. On 
admission, blood cell count and urinalysis were 
within normal limits; tuberculin tests were nega- 
tive; and a chest x-ray was reported as showing 
normal heart and lungs. A nasogastric tube was 
inserted on admission, through which a full liquid 
diet was given for three days. At the end of this 
time the tube was removed and a soft diet given, 
which he tolerated well. Prednisone, 10 mg. every 
eight hours, and tetracycline, 100 mg. every six 
hours, were given. On Jan. 16 esophagoscopy was 
carried out with the patient under general anes- 
thesia and two areas of hyperemia and edema were 
noted—one at about the level of the arch of the 
aorta and one at the level of the diaphragm. Ther- 
apy with prednisone was continued until Jan. 23, 
after which the dosage was tapered gradually and 
discontinued on Feb. 2, at which time the tetra- 
cycline therapy was also stopped. A “barium swal- 
low” was performed on Jan. 27 and was normal. 
The child was discharged on Feb. 2, 1959, and 
has remained asymptomatic. 


Comment 


While the optimum dosage schedule and the 
length of treatment is yet to be definitely deter- 
mined, we feel that our regimen as outlined is 
quite adequate. Although most of our patients 
showed signs of adrenal cortical hyperfunction, 
we have had no serious complications. It was origi- 
nally felt that tube feedings should be given for 
the first three days, the period of initial inflam- 
mation and edema; but we are now wondering 
whether there might not be less trauma associated 
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with swallowing clear liquids than with the con- 
tinued irritation of a foreign body such as a naso- 
gastric tube. Passing the tube initially is also not 
without danger, and, despite the fact that we have 
had no difficulty so far, we are contemplating the 
elimination of the tube in our treatment. Swallow- 
ing a string has been suggested,’ but since there 
is little likelihood of complete esophageal stenosis 
in patients treated adequately with cortisone, this 
is probably also an unnecessary procedure. Our 
two patients who removed their tubes before the 
initial three days passed swallowed clear liquids 
easily, and we have given sips of liquids to others, 
while their tubes were in place, with no difficulty. 
All patients have tolerated a soft diet well after 
the third day, and this should be continued until 
after three weeks, when a general diet can be given. 

Despite the fact that the more severe conse- 
quences of lye ingestion can be averted with proper 
and early treatment in most cases, it is still a seri- 
ous problem. The real answer lies in the field of 
prevention, especially through dissemination to the 
public of information about the dangers inherent 
in leaving poisonous substances within the reach 
of children. 

Summary 


Stricture of the esophagus after the ingestion of 
lye can be prevented in most instances. In the past 
two years we have found treatment with steroids 
and antibiotics to be successful in 13 children who 
ingested lye. 

501 W. 14th St. (1) (Dr. Miller). 
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Since the advent of antibiotics concerted effort 
has been made to devise tests for determining 
microbial susceptibility to specific antibiotics 
which could be used by clinicians as a reliable 
guide in selecting the most effective antibiotic for 
use in bacterial infections. Although the tube di- 
lution and agar plate-antibiotic disk techniques 
have become standard tests in hospital laboratories, 
they have not been widely used in the physician’s 
office. There are many reasons for clinicians not 
adopting these techniques in office -practice, but 
probably the most important are that the tests are 
too cumbersome, time-consuming, and _ relatively 
expensive. 

The object of this investigation was to develop a 
colorimetric paper test which would be easy to 
read, accurate, convenient, and stable. If these 
criteria were met the test could be used routinely 
in office practice, where the majority of patients 
with infections are treated. 

It became apparent that to achieve these objec- 
tives the test paper would have to incorporate all 
ingredients necessary for all sensitivity testing, that 
is, both the culture medium and the antibiotics. In 
addition, since visualization of bacteria on paper is 
impossible, the test paper would also have to con- 
tain an indicator of bacterial activity or growth. 
Many indicator systems* were studied but only 
the indicator triphenyltetrazolium chloride was 
found satisfactory. This indicator is colorless in its 
oxidized form and bright red in its reduced form. 
It is reduced to the red triphenylformazan by a 
large number of bacterial enzymes. Under the con- 
ditions employed in the test, all bacteria reduced 
the indicator to a bright red color. 

Schleicher and Schuell no. 470 filter paper was 
impregnated with tryptose phosphate broth con- 
taining 0.01% triphenyltetrazolium chloride. The 
paper was dried at 50 C. Numerous designs of filter 
paper were tested and found to be satisfactory but 
no unique advantage could be attributed to any of 
the designs. The test paper design shown in the 
figure seemed to provide zones of bacterial inhibi- 
tion which could be read with maximum ease and 
clarity. The various antibiotics were pipetted onto 
the tips of the projections. After inoculation and 
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The test paper here described makes it 
relatively easy to choose the antibiotic best 
suited for treatment of a given bacterial 
infection. Each type of test paper bears both 
a culture medium and an antibiotic and is 
supplied, dry and sterile, in a transparent 
envelope. For a given test, the paper is 
wetted and inoculated and the envelope with 
its contents is incubated. It is not necessary 
to wait for the appearance of visible colonies 
because the metabolic activity of the bacteria 
is detected by an indicator (triphenyltetra- 
zolium chloride) which is colorless until 
reduced to a bright red dye by bacterial 
enzymes. The reliability of the new test was 
established by a comparative study with other 
methods in 100 clinical cases. The test paper 
is easily stored, and the entire unit can be 
incinerated after use. It is therefore useful 
in general office practice and should help 
to make sure that each patient receives the 
most effective antibiotic. 


incubation all areas where bacterial growth oc- 
curred were bright red. Areas in which inhibition 
occurred remained white. 

The amount of antibiotic used on the projections 
was determined in two ways. First the concentra- 
tion of antibiotic in micrograms per milliliter was 
determined by calculating the volume of hydrated 
medium contained in each projection. This deter- 
mination was used in adjusting the concentration 
of antibiotics to correspond to the blood level of 
the antibiotic attainable. Then the test was com- 
pared with tube dilution studies on 43 different 
organisms. Some of the results of this study are 
shown in table 1. 

The procedure used with the test papers was 
quite simple. After removal from a sealed plastic 
sack with sterile forceps the test paper was mois- 
tened by floating it on the surface of tap water for 
a few seconds. The test paper was then returned to 
the plastic sack and the surface of the paper 
swabbed with the infectious material. Scotch tape 
was used to seal the cut edge of the plastic sack 
and the unit was then incubated at 37 C. 
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Although the use of tap water in the procedure 
would seem to destroy the validity of the test, it 
was found in sterility studies with 200 uninoculated 
test papers that only 6 of them became contami- 
nated from use of the above procedure. The con- 
tamination occurred on the back of the test paper 
and consequently would not have interfered with 
the results, since readings are made on the front or 
printed side. The time required for completion of 
the test was found to depend on the number of 
organisms in the specimen used for inoculation. In 
the studies presented here all tests were completed 
in from 3 to 12 hours. 


Clinical Studies 


The clinical application of the paper culture test 
was studied in 100 unselected frank or suspected 
bacterial infections encountered in normal office 
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Comparison of left, test paper, and right, disk-agar methods for determining antibiotic sensitivity of bacteria. SSS—triple 
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same antibiotic; good if there was moderate im- 
provement in 48 hours and the infection cleared 
later on therapy with the same antibiotic; fair if 
there was only slight improvement and treatment 
with a different antibiotic was required to clear the 
infection; and poor if there was no improvement. 

Of the 100 cultures 10% showed no growth. Of 
the 10 one was an aseptic sebaceous cyst; 2 were 
taken from patients previously on antibiotic ther- 
apy; 4 were from patients with a complaint of sore 
throat with only slight injection, and may have 
been viral; and 3 were urine cultures for suspected 
cystitis or pyelitis. 

In the 15 cases where both test paper and disk- 
agar methods were employed the two methods were 
found to correlate qualitatively. In all cases the 
test paper could be read earlier than the agar plate 
and was found to be easier to interpret. 


sulfonamide, C—chloramphenicol, E—erythromycin, S—streptomycin, A—chlortetracycline, T—oxytetracycline, TT—tetracy- 


cline, and P—penicillin. 


practice (table 2). In 15 of the 100 cases the disk- 
agar test was run simultaneously. Infections in pa- 
tients from whom cultures were made included 
boils, tonsillitis, abscesses, pharyngitis, sinusitis, in- 
fectious enteritis, urinary tract infections, felons, 
otitis, and folliculitis. In 76 cases antibiotic therapy 
was initiated empirically according to clinical judg- 
ment and experience before the results of the sensi- 
tivity test were available. Medication in the remain- 
ing 24 cases was initiated 12 to 24 hours later after 
completion of the culture tests. The degree of clini- 
cal change in the patient's condition was recorded 
after 24 and 48 hours. Response was judged excel- 
lent if there was marked improvement in 48 hours 
and the infection cleared later on therapy with the 


Of the 76 patients given initial immediate medi- 
cation only 23 (30%) showed sufficient clinical im- 
provement within two days to warrant continuation 
of the first antibiotic. Of the 76 patients 53 (70%) 
required change to therapy with the antibiotics 
indicated by the test paper. All 10 of the sterile 
cultures were found in the 24 patients in whom the 
antibiotic was withheld, and the remaining 14 (18%) 
showed excellent to good clinical results on therapy 
with the antibiotics indicated by the test paper. 

It is possible that the excellent results obtained 
by changing to the antibiotic indicated by the test 
paper cultures may have been due in part to the 
initial antibiotic used for from 24 to 48 hours. This 
was probably not the case, however, since the cul- 
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tures showed little or no inhibition to those initial 
antibiotics prescribed at the same time that the 
culture was started. 


Comment 


Although bacterial growth takes place as well on 
blood agar as on the test paper, the paper test may 
be interpreted much earlier than the disk-agar 
technique because the result depends on bacterial 
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an unnecessarily prolonged course of illness. In 
addition, 10 of the patients in these tests were 
spared the hazards and expense of antibiotic ther- 
apy because of their sterile cultures. 


Summary 


A new paper test for determining microbial sus- 
ceptibility to antibiotics was found to have the 
following advantages: The test is accurate as indi- 


Tasie 1.—Comparison of Tube Dilution, Disk-Agar, and Test Paper Methods for Determining Bacterial Sensitivity to Antibiotics 


Organ- Triple Chioram- Erythro- 
ism* Sulfonamide phenicol mycin 
Tube, ug/ml. .......... 00 Resistant 4-8 0.02-0.05 
Agar disk obae Resistant Sensitive Sensitive 
Paper test Resistant Sensitive Sensitive 
B-1 12 1-2 0.02-0.05 
Agar disk Sensitive Sensitive Sensitive 
Paper test Sensitive Sensitive Sensitive 
Tube, ......... B-2 2.0-4.0 05-10 002-005 
Agar disk Sensitive Sensitive Sensitive 
Paper test Sensitive Sensitive Sensitive 
8-1 250-500 4-8 01-04 
Agar disk Sensitive Sensitive Sensitive 
Paper test Resistant Sensitive Sensitive 
Tube, wg/ml. .......... E-3 Resistant 1-2 Resistant 
Agar disk Sensitive Sensitive Resistant 
Paper test Resistant Sensitive Resistant 


Antibiotic 


Strepto- Chliorte: ra- Oxy tetra- Tetra- 
mycin eycline eycline cycline Penicillin 

Resistant 0.5-1.0 0.5-4.0 1-8 0.5-1.0 
Sensitive Sensitive Sensitive Sensitive Sensitive 
Resistant Sensitive Sensitive Sensitive Sensitive 
5-10 0.5-1.0 0.5-2.0 0.5-1.0 0.01-0.05 
Sensitive Sensitive Sensitive Sensitive Sensitive 
Sensitive Sensitive Sensitive Sensitive Sensitive 
Resistant 0.1-0.5 1-2 2-4 0.01-0.05 
Sensitive Sensitive Sensitive Sensitive Sensitive 
Resistant Sensitive Sensitive Sensitive Sensitive 
Resistant O.1-04 1-2 2-4 0.01-0.05 
Sensitive Sensitive Sensitive Sensitive Sensitive 
Resistant Sensitive Sensitive Sensitive Sensitive 
Resistant 1-2 4-8 0.5-1.0 Resistant 
Sensitive Sensitive Sensitive Sensitive Resistant 
Resistant Sensitive Sensitive Sensitive Resistant 


*0=gram-positive nonhemolytic staphylococci; B-l=beta-hemolytie streptococci; B-2=hemolytie streptococci; S-1=hemolytie staphylococci: 


E-3=gram-negative rod coliform bacteria. 


enzymatic activity effecting a chemical color 
change rather than on the development of visible 
colonial growth. Zones of inhibition are more ap- 
parent on the test paper, especially in the case of 
streptococci and pneumococci where the extremely 
small colonies frequently make the reading of the 
disk-agar test difficult. Since the test paper is stored 
in dehydrated form there is no spoilage of the 
medium or deterioration of the antibiotics, and 
refrigeration is not required. 


TABLE 2.—Results of Clinical Application of Paper Test of 
Bacterial Sensitivity to Antibiotics in 100 Patients 
Antibiotic Antibiotic 
Changed Withheld 
Antibiotie After Culture Until 
Used on Fair-Poor After Culture 
Results Empirically Group Report 
Excellent j 40 13 
Good 11 1 
22 
76 53 M4 
* Severe folliculitis responding to third antibiotic to which test indi- 


cated best sensitivity. These antibiotics were purposely not started see- 
ond beeause they required intramuscular injection once or twice daily. 


By clinical trials the test paper was found to be 
easy to use and reliable. As evidenced by the results 
in the series of patients studied it appears there is 
an absolute necessity for sensitivity testing in a sur- 
prisingly high percentage of infections seen in 
office practice. It seems clear that a large number 
of patients treated empirically with antibiotics do 
not receive the most effective antibiotic and have 


cated by comparison with tube dilution and agar 
plate-antibiotic disk studies. It is simplified so that 
both medium and antibiotics are contained in one 
test. No refrigeration is required, because both the 
medium and the antibiotics are stable. The paper 
test is easier to interpret than the disk-agar test. 
Since the test is conducted in a sealed plastic sack 
there is no odor or danger of contamination, and 
the entire unit can be incinerated after completion 
of the test. Clinical studies have been done on 100 
patients with the new test; these investigations 
indicate that a marked improvement in antibiotic 
therapy is obtained when the test is used together 
with clinical experience and judgment. 

Previously it has been impractical to run routine 
sensitivity tests in office practice, but this new test 
paper should provide an extremely useful guide to 
antibiotic therapy for general office practice. 

2 N. 14th St. (2) (Dr. Ryan). 
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In most instances the diagnosis of gallstones is 
relatively simple and straightforward. The patient's 
symptomatology indicates obvious gallbladder or 
gastrointestinal disease. X-ray examination of the 
abdomen may show opaque calculi in the right 
upper quadrant or a soft tissue mass indicative of a 


distended gallbladder. A cholecystogram may either ~ 


confirm the location of the opaque calculi or 
demonstrate radiolucent calculi within the opac- 
ified gallbladder. In either event, the diagnosis of 
cholelithiasis is established. Not infrequently, the 
scout roentgenogram of the abdomen appears nor- 
mal and the gallbladder cannot be visualized on 
cholecystography. In the presence of normal liver 
function this unopacified gallbladder indicates 
cholecystitis but not necessarily cholelithiasis. 
Frequently the gallbladder fails to opacify during 
an episode of acute cholecystitis but several days 
later, after the symptoms have subsided, appears 
normal on cholecystography. Since the presence or 
absence of calculi often determines prognosis and 
treatment, one should employ all means of detec- 
tion. Infrequently, gas-containing gallstones form, 
and, although the calculi themselves are not evident 
on x-ray examination, the stellate radiolucency of 
the gas is diagnostic." 


Report of a Case 


A 44-year-old woman complained for one week 
of progressive anorexia and nausea. Her symptoms 
were unrelated to food intake and were not relieved 
by medication. Though not experiencing pain, she 
noted a sensation of pressure in her epigastrium. 
Physical examination revealed a palpable, tender 
mass in the right upper quadrant of her abdomen, 
presumed to be her gallbladder. A barium meal 
and enema and liver function studies showed nor- 
mal findings. A cholecystogram resulted in non- 
visualization of the gallbladder, but multiple stellate 
radiolucencies seen in the gallbladder area were 
thought to represent gas within nonopaque calculi 
(fig. 1). 

Laparotomy revealed a greatly thickened gall- 
bladder containing six large calculi with an average 
diameter of 1.5 cm. The stones were soft and when 
sectioned presented a peripheral yellow-tan ring 
and a central nidus composed of friable, dark, 
bile-stained material. A roentgenogram of the 
freshly removed stones, immersed in water (corre- 
sponding to the density of normal abdominal 
viscera and bile), showed the relative radiolucency 
of the gas (fig. 2). 
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The stellate radiolucency observed in 
x-rays of gas-containing gallstones is charac- 
teristic and cannot be imitated or masked. Its 
recognition is important, since this may be 
the first and only indication of gallbladder 
disease and gallstones. In this case, chole- 
cystography failed to result in visualization 
of the gallbladder. Gas-containing gallstones, 
though rare, are undoubtedly more common 
than the 30 published cases indicate. 


Associate Radiologist, Mount Sinai Hospital. 


Comment 


Gas-containing gallstones are rare. Less than 30 
cases have been reported. In 1938 Kommerell and 
Wolpers’ reported five patients in whom preopera- 
tive roentgenograms demonstrated stellate areas of 
gas density in the region of the gallbladder. After 
cholecystectomy roentgenograms of the removed 
stones affirmed the corresponding radiolucencies. 
Fracture of these stones showed that they contained 
an odorless gas, which on analysis was found to 
be composed of 0.5% oxygen, 6.0 to 7.5% carbon 
dioxide, and the rest a noncombustible gas, prob- 
ably nitrogen. Additional proof that the stones 
contained gas was the fact that the stone fragments 
had a higher specific weight than the intact stone. 
Akerlund*® reported comparable observations in 
three patients. 

The incidence of gas-containing gallstones is 
uncertain. Johnstone found one example in approxi- 
mately 6,000 gallbladder studies. Ortmayer and 
Connelly* demonstrated the presence of gas-con- 
taining calculi once in 655 consecutive cholecysto- 
grams. Undoubtedly the incidence is higher than 
these examples indicate. Hinkel, in radiographic 
examinations of 48 freshly removed gallbladders 
containing recognizable fissured calculi, found that 
7 (14%) contained one or more gas-containing calculi. 

Gas within gallstones occurs only in fissured 
calculi which, according to Hinkel,’ are common, 
being present in the fresh calculi of 48 patients in a 
consecutive series of 100 patients undergoing 
cholecystectomies. Fissuring has not been found in 
pure cholesterol or pure pigment calculi and is 
uncommon in calculi which are uniformly dense 
or lacking in radial structure. It is seen frequently 
in brown, radially constructed, nonopaque mixed 
calculi, some of which have a dense central nidus. 
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The cause and mechanism of fissuring and the 
occasional formation of gas within these fissures 
is not clear. Akerlund believed that there is cen- 
tral, organic decomposition of certain calculi as 
a result of anaerobic bacterial action. Kommerell 
and Wolpers stated that all calculi at some time 


Fig. 1.—Multiple small, stellate gas radiolucencies in 
region of gallbladder. 


pass through a gas-containing phase. Hinkel be- 
lieved that central fissuring, since it does not occur 
in other calculi within the human body, is related 
to the peculiar composition and crystalline ar- 
rangement of biliary calculi and the environment 
of hypertonic bile. According to him fissuring oc- 
curs as a natural physical aging process, the re- 
sult of internal shrinkage of the concretion. After 
rapid crystalline deposition in the form of a cal- 
culus peripheral solidification, central dehydration, 
and shrinkage occur. The composition, crystalloid 
wrangement, and porosity of the calculus influ- 
ence this process. Mixed, radially constructed cal- 
culi, by the very nature of their nonuniform den- 
sities, favor the formation of dendritic crevices 
leading from the center to the periphery. 

In the fresh wet state and in vivo the fissures 
usually contain fluid. Roentgenograms of these 
nonopaque calculi readily demonstrate the pres- 
ence of fluid, which appears as increased stellate- 
shaped densities. Hinkel showed that when freshly 
removed calculi were exposed to air the fissures 
widened and the fluid was replaced by gas. He 
attributed these changes to internal shrinkage 
and dehydration resulting in a central void or 
negative pressure, causing gas to diffuse from the 
air through the periphery of the stone into its 
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center. When similar calculi were stored in physio- 
logical saline and 10% formalin solution, this 
process did not occur. Since in the human body 
gallstones are usually immersed in bile, fluid dif- 
fuses through their periphery and fills these crev- 
ices. However, the size and porosity of the stones 
and the peripheral extent of the fissuring influ- 
ences this action. Fluid is more likely to fill the 
fissures if the calculi are porous or the dendritic 
crevices extend to or involve their periphery. Gas, 
being more permeative than fluid, may fill the 
small central fissures of intact, less porous cal- 
culi, diffussing in from the adjacent tissues. Gas- 
containing and fluid-containing calculi may be 
found in the same gallbladder. 

The diagnosis of gas-containing calculi is not 
difficult if one is aware of their occurrence. The 
stellate radiolucency, which may be all that is seen, 
is characteristic.’ Neither intestinal gas nor ab- 
dominal soft tissues can mimic this appearance. 
Posterior-anterior and oblique roentgenograms of 
the right side of the abdomen, similar to those 
taken in routine cholecystography, indicate their 
presence. Occasionally the apparent radiolucent 
contrast produced by the space between two ad- 


Fig. 2.—Roentgenogram of freshly removed gallstones. 
Immersion in water demonstrates contour and relative radio- 
lucency of gas-containing fissures. 


jacent, partially opaque calculi will simulate this 
appearance, but on close scrutiny the stellate shape 
and true gas radiolucency will be lacking. In most 
instances multiple gas-containing calculi will be 
present and evident on the roentgenogram. 
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Summary 


Gas-containing gallstones, though rare, are un- 
doubtedly more common than the 30 published 
cases indicate. The stellate radiolucency of the 
gas is characteristic and cannot be imitated or 
masked. Roentgenograms of the abdomen will in- 
dicate their presence. Their recognition is impor- 
tant, since this may be the first and only indica- 
tion of gallbladder disease and gallstones. 

Gas within gallstones is found only in mixed, 
radially constructed, fissured calculi. Fissuring 
probably occurs as a natural aging process, result- 
ing from internal shrinkage of the stone and the 
development of a central void and negative pres- 
sure. Thereafter, either fluid or gas diffuses from 
the adjacent tissues into the fissures, depending on 
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the composition, crystal arrangement, and porosity 
of the calculus and the peripheral extent of the 
dendritic crevice. 


948 N. 12th St. (3). 
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URINE-SERUM 


Either oliguria or an unexpected elevation of the 
serum urea nitrogen level frequently occurs after 
stress, such as trauma, shock, operation, myocardial 
infarction, diabetic acidosis, dehydration, and 
severe hemorrhage. The azotemia or oliguria may 
be due to acute tubular necrosis, exacerbation of 
chronic renal insufficiency, dehydration, inadequate 
renal blood flow, or a combination of these factors. 
A quick method of differentiation would be of great 
diagnostic and therapeutic value, since the treat- 
ment varies according to the etiology. Fluids and 
electrolytes should be sparingly administered dur- 
ing the early phases of acute tubular necrosis; on 
the other hand, they should be freely given in the 
treatment of dehydration or inadequate renal blood 
flow. 


Methods 


To be universally applicable, the test must be 
simple enough to be performed in any routine 
chemical laboratory and on a random urine speci- 
men of minimal volume. In the past, we had relied 
on the determination of either the urinary specific 
gravity or the concentration of sodium in the urine 
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NITROGEN RATIO 


A quick method for distinguishing among 
the possible causes of oliguria would be of 
great value in deciding on treatment. The 
method here proposed depends on simul- 
taneous determinations of the concentration 
of urea nitrogen in serum and in urine. In 18 
surgical patients the ratio of urea nitrogen in 
the urine to that in the serum ranged from 
14 to 113. In 12 patients with chronic renal 
insufficiency it ranged from 1 to 13. Data 
are also presented on 43 patients in whom 
azotemia was either transient or fatal in 
connection with illness or surgical operations. 
Values below 10 were an ominous prognostic 
sign. Since the test is simple enough for rou- 
tine use in a chemical laboratory, it is useful 
as a therapeutic guide. When the index is 
high, a generous intake of water is permis- 
sible. 


as a diagnostic criterion. In both acute tubular 
necrosis and chronic renal insufficiency, the urinary 
sodium content usually exceeds 30 mEq. per liter 
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and the urinary specific gravity varies little from 
1.010. On the other hand, when dehydration or 
inadequate circulatory volume is present, the con- 
centration of urinary sodium is decreased and the 
urinary specific gravity rises. However, our experi- 
ence (table 1) indicates that these criteria can be 


Tape 1.—Urine and Serum Findings in Four Patients with 
Acute Tubular Necrosis 


Urea Nitrogen 
Urine Urine — 
Sodium, Specific Urine, Serum, 
mEq./Liter Gravity Mge.% Me.% Ratio 
1.010 


misleading. The concentration of urinary sodium was 
0.8, 1.0, and 4.0 mEq. per liter in three patients dur- 
ing the early phase of acute tubular necrosis. A 
fourth patient with this condition had a urinary 
sodium concentration of 21 mEq. per liter and a 
specific gravity of only 1.003. Other investigators * 
have also noted the inadequacy of urinary sodium 
determinations in diagnosing acute tubular necrosis. 

We have, therefore, investigated the diagnostic 


value of comparing the concentration of urea nitro-. 


gen in the urine with that in the serum. The con- 
centration of urinary urea nitrogen divided by that 
of the serum urea nitrogen was calculated and 
called the urine-serum urea nitrogen ratio. Previous 
studies in our laboratory * indicated that this ratio 


Taste 2,—Urine and Serum Urea Nitrogen Findings in 
Patients with Uncomplicated Postoperative Course 


Urine, Serum, 

Oper ition Meg. % Mg. % Ratio 
Cholecystectomy 1,165-1,180 9-13 
Cholecystectomy 11-17 33-40 
Arterial anastomosis 5 10-16 WO 
Breast biopsy 354- 12-14 
Cholecystectomy 250-510 13-17 
Pneumonectomy ‘ 622 10-12 
Cholecystectomy 507-1,181 13-15 
Prostatectomy 942 13-22 
Vagotomy 478-822 9-14 
Cholecystectomy 326-415 10-11 
Cholecystectomy 253-1,750 11-20 
Vaginal plastic 474-784 15-15 
Colon resection 8-11 
Colon resection a 8-11 

17-18 

Thoracotomy 13-17 
Gastric resection 406-610 9-23 47-55 
Cholecystectomy 275-1,050 16-24 14-47 
250-1,750 8-24 14-113 


might be useful in differentiating the azotemia or 
oliguria of renal disease from that of dehydration 
or inadequate blood flow. In order to establish the 
normal urine-serum urea nitrogen ratio during 
stress, these studies were performed in a group of 
patients before and after major operations, uncom- 
plicated by either oliguria or azotemia. The range 
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of urine-serum urea nitrogen ratios of patients with 
renal disease was established by determining these 
ratios in patients with azotemia who had known 
chronic renal disease. Similar studies were made in 
acutely ill patients who developed either oliguria 
or an acute rise in serum urea level to determine if 
the urine-serum urea nitrogen ratio would, in fact, 
be of prognostic and therapeutic value. The serum 
and urine urea nitrogen levels were determined by 
the method of Karr.* 


Results 


Uncomplicated Operation—The data obtained 
from the study of the serum and urine urea nitrogen 
levels in 18 surgical patients are presented in table 
2. None of these patients developed azotemia or 
oliguria. The serum urea nitrogen level never ex- 
ceeded 24 mg.%. The urine urea nitrogen level 
varied from 250 to 1,750 mg.%. The urine-serum 
urea nitrogen ratio varied from 14 to 113. Only 
twice in over 100 determinations in this series was 
the value less than 20. Once the ratio was 19, and 


Taste 3.—Urine and Serum Urea Nitrogen Findings in 
Patients with Chronic Nephritis 


Urine, Serum, 

Diagnosis Mg. % Mg. % 

Diabetic nephropathy 5 118-134 
Diabetic nephropathy 525-75 58-122 
Multiple myeloma -535 85-144 
Multiple nyeloma 25 90-152 
Chronie glomerulonephritis .......... 75-525 67-138 
Chronie pyelonephritis 114-163 
Chronie pyelonephritis ............... -275 50-94 
Chronie pyelonephritis 38-215 47-74 
Chronie pyelonephritis ............... § 127-128 
Chronie pyelonephritis 276-500 41-94 
Chronie pyelonephritis ............... 225-300 23-40 
Chronie pyelonephritis 3 25 78-290 
Range 7-75 23-290 


once, in another patient, it was 14. Thus, in the 
normal patient under stress, the urine-serum urea 
nitrogen ratio usually remains above 20. 

Chronic Nephritis—The data of 12 patients with 
chronic renal insufficiency are presented in table 3. 
The serum urea nitrogen level varied from 23 to 
290 mg.%. The urine urea nitrogen level was gener- 
ally lower than in other series and ranged from 141 
to 750 mg.%. The urine-serum urea nitrogen ratio 
varied from 1 to 13. One patient with mild chronic 
pyelonephritis had an initial ratio of 13; however, as 
his renal function deteriorated the ratio fell to 8. 
Concomitantly the serum urea nitrogen level rose 
from 23 to 40 mg.%. Thus, in chronic renal insuff- 
ciency the urine-serum urea nitrogen ratio usually 
is 10 or less. 

Azotemia or Oliguria.—_In reviewing the data of 
43 patients who, in the course of their illness, de- 
veloped azotemia or oliguria, it appeared that they 
could be divided into two major groups. One group 
developed a transient azotemia or oliguria asso- 
ciated with acute blood loss, shock, or dehydration. 
The serum urea nitrogen levels of these patients 
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either remained normal or rapidly fell to normal 
if they had been elevated. The second group de- 
veloped acute azotemia or oliguria which either 
rapidly culminated in death or in which levels con- 
tinued to rise and then slowly decreased—the usual 
slow recovery associated with acute tubular necro- 
sis. 

Acute Transient Rise: Table 4 contains the data 
of 22 patients whose oliguria and azotemia lasted 
less than 48 hours. Seventeen of the 22 patients had 
an elevation of the serum urea nitrogen level to 
30 mg.% or higher; in 6 of these patients the level 
exceeded 50 mg.%. The rapid clinical response to 
liberal fluid therapy suggested that dehydration 
rather than renal damage was the cause of the 
oliguria and azotemia. The urine-serum urea nitro- 
gen ratio was 20 or above in every patient, with 


TaBLE 4.—Urine and Serum Urea Nitrogen Findings in 
Patients with Transient Azotemia or Oliguria 


Serum, Mg. % 


Urine, 
Diagnosis Mg. % Initial Highest Final Ratio 
Perforated gastric 
450-1,000 17 27 15 25-55 
Leg amputation .......... 360-1,090 19 27 ll 24-57 
Bleeding varices .......... 1,650 21 ll 80 
Constrictive pericarditis .. 925 17 26 18 36 
1,000 41 41 10 25 
Myocardial infarction .... 600 12 27 12 5O 
324-756 23 38 ll 20-27 
1,880-2,465 35 15 70-125 
Prostatectomy ........... 1,140 20 60 21 34 
Diabetie acidosis .......... 800 40 21 20 
Lupus erythematosus .... 935-950 24 34 18 28-52 
Myocardial infarction .... 1,000 23 62 19 28 
Hysterectomy ............ 825-1,180 34 20 32-54 
996 36 53 15 20 
719 17 31 23 28 
Choleeystectomy 625-1 ,034 16 61 21 21-33 
Pre 308-966 17 49 20 12-48 
1,200 60 12 20 
Abruptio placentae ....... 875-650 10 11 38-60 
Intestinal obstruction .... 200-1,150-1,625 5 32 4 13-87 
Prostatectomy ........... 975 18 56 25 39 


two exceptions. On patient had a ratio of 87 prior 
to operative shock. During the early postoperative 
hypotensive state it fell to 12, but within two days 
it was 70 and remained above 60 thereafter. This 
transient drop was not associated with any rise in 
the serum urea nitrogen level. The second patient 
had a transient rise of serum urea nitrogen level 
from 17 to 49 mg.%; this was associated with a 
transient fall of the urine-serum urea nitrogen ratio 
from 32 to 12. Within a few days, the ratio rose to 
18 and then to 48. At the same time, the serum 
urea nitrogen level declined from 49 to 20 mg.%. 
The only associated clinical complication was de- 
hydration. Adequate fluid administration appeared 
to be responsible for the rapid subsidence of the 
azotemia. 

Thus, the urine-serum urea nitrogen ratio usually 
exceeded 20 in the patients who developed acute 
transient azotemia and oliguria. Liberal fluid re- 
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placement therapy appeared to be followed by rapid 
return of the serum urea nitrogen level to normal 
in this group. 

Acute Rise Preceding Death or Slow Recovery: 
The data of 21 patients in whom the acute azotemia 
was followed by death or slow recovery are pre- 


TasBLe 5.—Urine and Serum Urea Nitrogen Findings in 
Patients with Severe Azotemia Terminating in Death or due 
to Acute Tubular Necrosis 


Urine, Serum, 


Diagnosis or Operation Meg. % Me Ratio 
Necrotizing papillitis ................. 459 69-94 7 
Carcinoma of pancreas .............. 500 55-73 7 
Hepaticojejunostomy ................ 189-475 25-101 2-4 
Cholecystectomy 280-450 10-156 2-7 
Congestive heart failure ............. 875 40-119 7 
Intestinal resection 176-1,080 19-4 80-37- 5 
Tubular necrosis and death .......... 400-550 22-133 8-5 
Hepatieojejunostomy ................ 139-664 12-68 11-23- 6 
Staphylococeus sepsis ................ 575 114-120 5 
Pulmonary edema 979 32-84 12 
Esophagectomy and GI bleeding ..... 275-1,436 11-43 34-10-47-82 
Cardiac decompensation ............. 323 23-80 5 
Myocardial infarction ................ 525 $1- 81-131 5 
Surviving tubular necrosis ........... 214-550 15-108- 24 2-5-7 
Surviving tubular necrosis ........... 250-700 34- 92- 23 5-7- 3-14-21 
Surviving tubular necrosis ........... 260-1,060 49- 20 6-8- 4-22-34 
Surviving tubular necrosis ........... 239-1,025 28-105- 13 2-5-10-25-88 
Surviving tubular necrosis ........... 588-675 22- 92- 16 6-11-18 
Surviving tubular necrosis ........... 140-300 55- O4- 20 2-3-4 


* During azotemia. 


sented in table 5. Fifteen patients died; the urine- 
serum urea nitrogen ratio in 13 was below 13 prior 
to death. Serum urea nitrogen levels, which were 
frequently normal prior to the acute fatal complica- 
tion, rose rapidly to levels above 50 mg.%. The 
urine-serum urea nitrogen ratios of the remaining 
two patients who died were 28 and 32 respectively. 
However, these two patients died of massive 
exsanguination. The remaining six patients survived 
a period of prolonged azotemia. The serum urea 
nitrogen levels rose rapidly to over 80 mg.%. How- 
ever, within two or three weeks, the serum urea 


TaBLe 6.—Comparative Data of Various Groups 


Urea Nitrogen 
A - 
No. of Urine, Serum, 
Cases Meg. % Meg. % Ratio 


Uncomplicated postoperative 


18 250-1, 750 8-24 14-113 
Chronie nephritis... 12 87-750 23-200 1-13 
Transient azotemia or oliguria .. 22 200-2,465 10-62 12-125" 
Severe azotemia, including 

i 139-1,486 10-156 2-321 


tubular MOCTOSS 21 
* Below 20 in only two instances. 
+t Above 12 during azotemia in only two instances, 


nitrogen levels had begun to fall. Ultimately, in 
each patient, the azotemia completely disappeared. 
Thus, the clinical diagnosis of acute tubular necrosis 
appeared to be established. During the initial 
oliguric phase and the early diuretic phase, the 
urine-serum urea nitrogen ratio was always be- 


low 10. 


: 
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Comparison of Various Groups.—The ranges of 
urea nitrogen levels and the urine-serum urea nitro- 
gen ratios of the four groups are summarized in 
table 6. The latter was below 14 and usually below 
10 in all patients with chronic renal insufficiency, 
during the acute phase of renal tubular necrosis, 
and in 13 of 15 patients who developed acute 
azotemia shortly before death. As mentioned 
previously, the other two patients died of acute 
exsanguinating melena. Contrariwise, the urine- 
serum urea nitrogen ratio was above 14 and usually 
above 20 in patients with an uncomplicated post- 
operative course and in those patients who de- 
veloped a transient azotemia of stress which rapidly 
disappeared without evidence of renal damage. 


Comment 


Different tubular functions may be variably de- 
creased by acute tubular necrosis. Thus, the tubules 
may retain the ability to reabsorb sodium or excrete 
extra water, resulting in a dilute urine of low sodium 
content, at a time when they have lost the ability to 
excrete a urine high in urea content. Other workers ° 
have also noted that the inability to concentrate 
urea is a constant finding in acute renal insufficiency. 
The urine-serum urea nitrogen ratios reported by 
these investigators have varied from 1 to 6 during 
the oliguric or early diuretic phase of acute tubular 
necrosis. However, these reports did not emphasize 
the diagnostic value of determining this ratio. 

The urine-serum urea nitrogen ratio is a measure 
of the ability of the kidney to excrete urea. It is a 
crude urea clearance test which is of value since it 
can be performed even when there is marked 
oliguria. Chesley ° reported that calculation of the 
standard urea clearance resulted in erroneously low 
values when the urine flow was below 0.35 ml. per 
minute. He therefore advised that the urea clearance 
test should be discarded at this level of oliguria. 
Perusal of his data reveals that 39 of the 40 ratios 
were above 28. The one relatively low ratio of 18 
was found in a patient whose urea clearance was 
14% and whose serum urea nitrogen level was 27 
mg.%. In these patients without renal disease, the 
urea clearance was lower in 13 of 15 studies at a low 
rate of urine flow as compared with the hydrated 
state. However, the urine-serum urea nitrogen ratio 
was lower in only 2 of 14 of these same studies. 
Thus, the decrease in rate of urine flow does not 
affect or invalidate the ratio as it does the urea 
clearance test. 

Our data indicate that a ratio below 14 signifies 
clinical renal damage. The low ratios were associ- 
ated with acute tubular necrosis, impending death 
associated with rising serum urea concentration, or 
chronic renal insufficiency. However, ratios above 
20 were usually associated with a rapid fall in 
azotemia or disappearance of oliguria when ade- 
quate fluids were administered. In patients with 
acute tubular necrosis, fluid therapy was ad- 
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ministered sparingly. Six of these patients survived. 
Thus, determination of the ratio was a valuable aid 
in assessing renal damage, in prognosticating the 
clinical course and duration of the azotemia and 
oliguria, and in guiding fluid replacement therapy. 
These findings confirm the conclusion of Bull and 
associates * that the prognosis is good if the ratio 
exceeds 10. 

In patients with chronic renal insufficiency the 
urine-serum urea nitrogen ratio remained below 10 
even when marked dehydration or sodium deple- 
tion was superimposed on the renal damage. There- 
fore, the ratio was of little value as a therapeutic 
guide during chronic renal insufficiency. In these 
cases, we have used the following criteria as aids in 
administering appropriate fluid- therapy: clinical 
evidence of dehydration, volume of urine, and 
quantity of electrolytes in excreta. 

An attempt was made to correlate the ratio with 
the renal histological findings at autopsy. Unfor- 
tunately, the postmortem changes prevented ade- 
quate pathological differentiation between tubular 
necrosis and postmortem autolysis. It would appear 
that a study of renal histological changes, as ob- 
tained in vivo by needle biopsy, would help deline- 
ate the presence or absence of renal damage in 
patients in acute azotemic and oliguric states. The 
value of the urine-serum urea nitrogen ratio as a 
diagnostic aid could be more adequately ascertained 
if renal biopsies and determination of the ratio were 
done simultaneously. Such a study is now in 
progress. 

Summary 

Determination of the ratio between urine and 
serum urea nitrogen levels helps to differentiate the 
azotemia of stress, dehydration, or inadequate renal 
circulation from that of acute tubular necrosis or 
chronic renal disease. This ratio is above 14 (usually 
above 20) when azotemia and oliguria are transient. 
It is usually below 10 in chronic renal insufficiency, 
in acute tubular necrosis, or before death associated 
with azotemia. 

The test is simple and requires only a few cubic 
centimenters of urine. Therefore, it is applicable 
during both oliguric and azotemic states. Further- 
more, since the only chemical test is the determina- 
tion of the concentration of urea nitrogen in the 
blood and urine, it can be done in any chemical 
laboratory. 

The ratio has been a useful therapeutic guide as 
well as a prognostic index. When the ratio is high, 
fluids are generously administered; when the ratio 
is low, fluids are given sparingly unless obvious 
clinical dehydration is noted. 

4802 10th Ave. (19) (Dr. Perlmutter). 
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Over the past nine years, 325 patients with 
various forms of systemic lupus erythematosus have 
been treated with reassurance and rest and, when 
necessary, salicylates, antimalarials, and steroids.’ 
For the last 16 months of this period, 40 patients 
who required steroid therapy were given a new 
synthetic, unsaturated, anti-inflammatory hormone: 
methylprednisolone (Medrol). The purpose of this 
report is to review experiences with this new agent 
and compare its results with those of triamcinolone, 
prednisone, and prednisolone. 


Diagnosis and Treatment 


Systemic lupus erythematosus is a chronic, multi- 
systemic disorder with many diverse manifesta- 
tions."* Any system may initially be affected and 
heal, and patients are subject to many remissions 
and exacerbations. A thorough history must, there- 
fore, be obtained, and when a patient has, for ex- 
ample, atypical rheumatoid arthritis * with pleural 
effusion, unusual skin lesions, and renal involve- 
ment, systemic lupus erythematosus must be con- 
sidered. 

In 80% of typical clinical cases, the diagnosis 
can be confirmed after repeated testing by finding 
L. E. cells, which are probably pathognomonic of 
the disease. A few L. E. cells have been found 
by myself and others in about 5% or more of pa- 
tients apparently having rheumatoid arthritis.’ Pro- 
longed observation will be necessary to determine 
whether these cases will not terminate, as have 
similar ones, in overt systemic lupus erythematosus 


~ ‘From the Department of Internal Medicine, University of Southern 
California School of Medicine, and the Los Angeles County General 
Hospital. 


METHYLPREDNISOLONE (MEDROL) IN THE TREATMENT OF 
SYSTEMIC LUPUS ERYTHEMATOSUS 


ANALYSIS OF RESULTS IN FORTY CASES 
Edmund L. Dubois, M.D., Los Angeles 


Forty patients with active systemic lupus 
erythematosus were treated with methylpred- 
nisolone. Their ages ranged from 11 to 73 
years. The pattern of clinical improvement 
was similar to that previously seen after the 
use of prednisone, triamcinolone, and other 
anti-inflammatory hormones; the fever abated 
in 24 hours, joint pains disappeared in 
several days, and pleural effusion and cuta- 
neous lesions subsided in one to several 
weeks. The doses needed were of the same 
order of magnitude as those of prednisone 
and triamcinolone; the mean initial dose was 
29.2 and the mean maintenance dose 25.9 
mg. per day. While methylprednisolone 
seemed to differ from the other steroids 
with respect to some side-effects, the inci- 
dence of moonface, hirsutism, acne, and 
striae was about the same. 


confirmed at autopsy. If cutaneous lesions are pres- 
ent, skin biopsy may confirm the diagnosis in an- 
other 10%, and diagnosis in the final 10% often rests 
on clinical data alone. 

Treatment depends on the clinical severity of the 
illness. Antimalarial therapy is given if salicylates 
and rest fail or if cutaneous lesions are present; 
when these measures are inadequate or if the pa- 
tient is critically ill or has neurological or renal 
involvement, steroid treatment should be started. 
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Often, larger than expected amounts of the new- 
er synthetic unsaturated steroids (prednisone, pred- 
nisolone, triamcinolone, and methylprednisolone ) 
must be used to control exacerbations of the disease, 
since these hormones are not as predictable in their 
effects as are the older corticosteroids, such as 
cortisone and hydrocortisone. In the milder cases, 
the estimated amount of steroids is merely added 
to the therapeutic regimen of the patient. Often 
this means supplementing the medication of a pa- 
tient with moderately well-controlled disease who 
is taking salicylates and antimalarials with small 
doses of these hormones. Periods of several days 
to a week or more are permitted to lapse between 
dosage changes in the milder cases. The incre- 
ments used here are small, perhaps a 10 to 20% 
rise at weekly intervals until symptomatic and 
laboratory improvement is noted. 


Taste 1.—Clinical Data on Forty Patients with Systemic 
Lupus Erythematosus Treated with Methylprednisolone 


Range Median Mean 
11-73 0 37.5 


72.0 9.2 


Duration of disease, mo 

Duration of all steroid treatment, including 
methylprednisolone, mo 1-92 17.5 

Duration of methylprednisolone therapy, mo." 1-15 4.0 


Dosage, ing. per day 


Initial (21 cases) ata 16.0 


6-144 16.0 


Methylprednisolone ratiot 


Triamecinolone (4 cases) 0.9 
Hydrocortisone (3 cases) 2.54.2 4.0 
Prednisolone (2 cases) 0.8 

* Total patient months, 211. 

+ Methylprednisolone ratio = amount of drug required to produce 
equal anti-inflammatory effects on milligram for milligram basis, deter- 
mined by dividing amount of methylprednisolone required for main- 
tenance into amount of older steroids. To ascertain dosage of methyl- 
prednisolone to use in transfer, divide therapeutie ratio into 1; for 
example, with prednisone the therapeutic ratio is 1.1 and the factor is 
1+ 1.1 = 0.91 (91%) of the dose of prednisone. 


In the severely ill patient, salicylates and anti- 
malarials are not given early in therapy but the 
patient is immediately placed on therapy with 
large doses of steroids, such as 400 mg. per day 
of cortisone. This is done at the beginning in order 
to reverse rapidly the pathological process before 
irreversible damage is done. If no response oc- 
curs, the dosage of steroid is increased by 25 to 
100%, depending on the situation, until improve- 
ment is noted. It is advisable to continue giving 
high dosages of steroids until all abnormal physical 
findings subside. Advanced renal disease, however, 
will not be benefited by continued large amounts of 
these hormones. If there is no change in the renal 
lesions after two months of adequate therapy, other 
treatments, such as that with nitrogen mustard, 
must be considered."* 

The clinical picture and hemoglobin level are 
used as the major guides to steroid therapy. When 
these normalize, the dosage is reduced slowly, with 
waiting periods for signs of relapse. More detailed 
information concerning treatment has been recently 
published." 
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Clinical Material 


Forty patients with active systemic lupus erythe- 
matosus have been treated with methylpredni- 
solone. The diagnosis was confirmed by findings of 
L. E. cells in 32 (80%) of the group, positive results 
of skin biopsy in 6 (15%), and a classic clinical 
picture in 2 (5%). None of the patients merely had 
rheumatoid arthritis with a few L. E. cells and no 
multisystemic disease. There were 30 females (75%) 
and 10 males (25%). Clinical data on these patients 
are given in table 1. 

Thirty-one patients were receiving salicylate 
therapy to the point of mild salicvlism with their 
steroids, and 15 were concurrently receiving anti- 
malarial therapy. Ulcer diets and anticholinergics 
were given to only four patients who had a previous 
ulcer history and to one patient with an elevated 
24-hour uropepsin level before steroid treatment. 
Sodium restriction was used in only four patients 
with edema due to nephropathy. Supplementary 
potassium was given to only one person who was 
vomiting excessively. 

Dosage of Methylprednisolone.—In 21 patients, 
steroid therapy was initiated with methylpredni- 
solone in a dosage ranging from the addition of 
8 mg. per day to the therapeutic regimen of four 
patients who were on salicylate and antimalarial 
therapy to 96 mg. per day in a critically ill patient 
with acute pericarditis, bilateral pleural effusions, 
and anemia. In the other 19 cases, the patients’ 
conditions had been stabilized on therapy with other 
steroids and they were then transferred to methyl- 
prednisolone therapy (table 1). Two patients were 
transferred from methylprednisolone therapy to 
that with other steroids; one, because of a lack of 
effect of 120 mg. per day, was changed to predni- 
solone therapy, 120 mg. per day. Subsequently the 
dosage of the latter steroid was increased to 200 
mg. per day without any clinical improvement. The 
patient died two months later of pulmonary 
nocardiosis. The other patient was transferred from 
methylprednisolone to hydrocortisone therapy be- 
cause of equivocal muscle weakness. This patient 
subsequently was given methylprednisolone therapy 
again and has had no further difficulty with it dur- 
ing the nine months prior to the time of writing. 
The steroid was given in three or four divided doses 
daily with meals. 

Eight patients whose conditions had been 
stabilized on prednisone therapy were changed to 
that with methylprednisolone. The new steroid was 
1.1 times more potent than prednisone, a methyl- 
prednisolone ratio of 1.1. This was determined by 
dividing the dose of prednisone needed for mainte- 
nance by the dose of methylprednisolone required 
for identical clinical effects. Table 1 lists the 
ratios of methylprednisolone compared to the older 
steroids for equal maintenance. The range of 
methylprednisolone varied between 0.75 to 1.25 
times as potent as prednisone. In order to ascertain 
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the amount of methylprednisolone required to 
change a patient from prednisone therapy to treat- 
ment with the new steroid, it is necessary to divide 
the methylprednisolone ratio into 1, i. e., 1+1l1= 
0.91; in other words, 91% of the dose of prednisone 
will be required. 

Four patients were transferred from triamcinolone 
therapy to that with the new steroid. The median 
methylprednisolone ratio was 0.9 and the mean 0.8. 
Methylprednisolone was approximately 10 to 20% 
less potent on a milligram for milligram basis than 
triamcinoline. Three patients were transferred from 
hydrocortisone therapy to that with the new steroid, 
with a median potency of 4 and a mean of 3.6. Two 
patients were changed from prednisolone to methyl- 
prednisolone therapy, and the ratio had a median 
and mean of 0.8. One patient was transferred from 
cortisone therapy, and the ratio was 4.2. In three 
instances, due to exacerbations of the underlying 
disease at the time of transfer to the newer steroid, 
no equivalent dosages could be determined. 

The maximum maintenance dose was 192 mg. per 
day in a critically ill patient for two weeks. While 
she was receiving this dosage, it was noted that 
she had a miliary pulmonary infiltrate which subse- 
quently proved to be tuberculous. This occurred 
after two and one-half months of methylpredni- 
solone therapy. The initial chest x-ray was perfectly 
normal. Two months after institution of antituber- 
culous therapy and gradual reduction of methyl- 
prednisolone dosage to a maintenance dose of 16 
mg. per day, the lupus erythematosus and miliary 
tuberculosis markedly improved. 

Adjuvant Therapy.—All patients were on a diet 
with normal salt intake except four who had edema 
due to nephropathy. They were placed on a 200- 
mg. sodium diet. There was evidence of sodium re- 
tention in two patients who had no nephropathy. 
Supplementary potassium was given to only one 
patient who was vomiting. Low serum potassium 
levels were not noted in any of the patients, even in 
eight who received maintenance doses of 80 mg. per 
day or more for as long as two and one-half months. 

A routine prophylactic ulcer regimen, usually 
recommended for patients taking over 50 mg. per 
day of cortisone or its equivalent, was not used 
except when indicated and in one patient, noted 
above, who had an elevated uropepsin level. Un- 
fortunately, peptic ulceration was not prevented in 
this patient. In four patients peptic ulcers had 
been diagnosed previously and their ulcer regimen 
was continued. 

Gastrointestinal Studies.—Fifteen patients had 
upper gastrointestinal x-rays before and every few 
months during methylprednisolone therapy. One 
new ulcer, which was asymptomatic, appeared in 
a patient who received doses ranging from 48 to 
192 mg. per day for two months prior to the 
appearance of a gastric ulcer at the lesser curva- 
ture. After two months of ulcer therapy and re- 
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duction of the the dose of methylprednisolone to 16 
mg. per day, the ulcer was unchanged in size. 
An 11-year-old girl developed a shallow duodenal 
ulcer with melena while receiving 96 mg. of 
triamcinolone per day. This had healed on treat- 
ment with an ulcer regimen. Because of a lack of 
clinical improvement despite a marked moon-face 
and buffalo-hump appearance, she was transferred 
one month later to methylprednisolone therapy, 
96 mg. per day. Anticholinergic therapy was dis- 
continued at the time of transfer because of obsti- 
pation. Ten days later melena recurred. Repeat 
gastrointestinal x-rays were equivocal. The bleed- 
ing ceased with reinstitution of anticholinergic 
medication and reduction of the dosage of methyl- 
prednisolone. Two weeks later the patient died; 
at autopsy, evidence of disseminated cryptococcosis 
was found, as well as the changes of systemic lupus 
erythematosus. No evidence of gastrointestinal 
ulceration was noted, nor could any other bleeding 
point be found. In two cases the preexisting ulcers 
healed with continuation of methylprednisolone 
and ulcer therapy. These were the only patients in 
the series who had epigastric distress with this new 
steroid. In 12 cases there was no evidence of ulcer- 
ation either before or during treatment. A fourth 
patient with a history of a healed duodenal ulcer 
due to steroid treatment was not given x-ray ex- 
amination during methylprednisolone therapy. 

Gastric analyses were performed in seven pa- 
tients before and every few months during treat- 
ment with methylprednisolone. Free and_ total 
acidity values were determined before and after 
subcutaneous injection of 0.1 mg. per 10 kg. of 
body weight of histamine phosphate. Specimens 
were drawn every 10 minutes after injection for a 
total of 40 minutes. No significant changes were 
noted in any of the patients. Unfortunately, none 
of the patients who developed peptic ulcers was 
cooperative enough to have gastric analyses per- 
formed serially. 

Twenty-four-hour uropepsin level determinations 
were performed by the method of West and co- 
workers * (in which the normal range is 15 to 40 
units per hour) in eight patients before and during 
steroid treatment. One of the patients who sub- 
sequently developed an ulcer had a level of 50 
units per hour prior to therapy but a normal level 
while receiving methylprednisolone plus an ulcer 
regimen. Despite this, a gastric ulcer appeared 
after two months of high dosage therapy, as noted 
above. Levels in the other seven patients remained 
within normal limits. Serial uropepsin studies were 
not available in the two other patients who had 
peptic ulcers. 

A control group of nine patients with systemic 
lupus erythematous has been treated with pred- 
nisone without an ulcer regimen for periods up to 
18 months. They have had serial upper gastro- 
intestinal x-rays. One peptic ulcer has appeared. 
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Results of Therapy 


The pattern of clinical improvement closely 
paralleled that obtained in systemic lupus erythe- 
matosus by previous treatment with corticotropin 
and other anti-inflammatory hormones. The fever 
abated in 24 hours, provided that the dose of 
corticosteroid was adequate, joint pains disap- 
peared in several days, and pleural effusion and 
cutaneous lesions subsided in one to several weeks. 
Three patients had mild nephropathy of short 
duration characterized by normotension, albumi- 
nuria of about 2+, minimal edema, granular hya- 
line casts and red blood cells, hypoalbuminemia 


Tasie 2.—Clinical and Laboratory Changes in Forty Patients 
with Systemic Lupus Erythematosus Treated with 
Methylprednisolone 


Triam- 

Values cino- 
lone 
Me- Group 

Range dian Mean No. % (29),% 


ClHinieal Changes 
Weight, Ib. 
Decreased 3-45 27.5 #2 
Increased 1 7 6 § 
Unchanged 22 
Inadequate data 
Blood pressure (mean), mm. He 
Unchanged 
Increased 
Decreased 
Laboratory changes 
Hemoglobin, Gm % 
Unchanged 
Increased 
Decreased 
Inadequate data 


White blood cell count, 
1,000/eu. mm.* 


Unchanged 

Increased 1.0-8.6 
Decreased 

Inadequate data 


Sedimentation rate (Wintrobe, 
uneorrected at 60 min.) 


Unchanged 
Decreased 
Increased 
Inadequate data 

L. E. cells (rotary method) 
Unchanged 
Appeared 
Disappeared 
Remained absent 
Inadequate data 
Increased in number 


without hypercholesteremia, and no nitrogen re- 
tention. This completely cleared in all patients re- 
ceiving methylprednisolone therapy. Seven patients 
had more advanced renal disease: a nephrotic pic- 
ture of anasarca, elevated cholesterol levels, nitro- 
gen retention, and urinary sediments containing 
fatty casts and oval fat bodies. None of these was 
benefited by methylprednisolone treatment. In no 
case was the edema aggravated by treatment with 
this corticosteroid, even in doses of 144 mg. per day 
for periods up to three weeks. Four received nitro- 
gen mustard with amelioration of the disease proc- 
ess. Six of this group of seven patients were bene- 
fited by treatment with chlorothiazide (Diuril). 
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There was a decrease in weight in 11 patients 
(27.5%), compared to 18 (62%) of a comparable 
group of 29 patients treated with triamcinolone 
(table 2). The median loss was 12 Ib. (5.4 kg.). Six 
patients gained weight, with a median increase of 
8 Ib. (3.6 kg.). Weight remained unchanged in 22 
(55%) of the group, compared to 8 (28%) of the 
triamcinolone group. The weight changes which 
occurred with methylprednisolone therapy were 
gradual and occurred over weeks or months. Appe- 
tite stimulation was less marked with methylpred- 
nisolone than with prednisone and the older 
steroids. The anorexia often noted with triamcino- 
lone therapy was not seen. 

The mean blood pressure was unchanged in 27 
patients (67%), compared to 20 (69%) of the tri- 
amcinolone series. It decreased in 8 patients an 
average of 14 mm. Hg and increased in only five 
patients an average of 15 mm. Hg. 

Laboratory Findings.—The hemoglobin level re- 
mained unchanged in half the cases. These pa- 
tients had normal levels to start with, since in most 
of them adequate control had been achieved with 
other steroids prior to transfer. The hemoglobin 
level increased a median of 2.3 Gm. % in 15 cases 
(table 2). 

White blood cell counts were unchanged in 35% 
and in half the cases increased an average of 3,800 
cells per cubic millimeter. The Wintrobe sedimen- 
tation rate (uncorrected at 60 minutes) was un- 
changed in 27.5% and decreased in 35% of the 
group; it increased in only 10%. 

L. E. cell tests, performed by the rotary method, 
showed no change in quantity in 9 cases, full dis- 
appearance in 4, and continued absence in 24.° The 
data are comparable to those in the triamcinolone 
series, since in that group the majority of patients 
had no L. E. cells present at the time of transfer 
to that steroid. 

Side-effects.-The side-effects are reviewed in 
table 3, with comparison of methylprednisolone to 
triamcinolone and prednisone and prednisolone in 
similar patient groups treated by myself. Moon- 
faced appearance occurred in 52% of the methyl- 
prednisolone group as against 45% of the 
triamcinolone series and 49% of those receiving 
prednisone or prednisolone. This is certainly not a 
significant difference. Three weeks to several months 
or more were required for development of this 
change. 

Hirsutism was definitely less marked than with 
triamcinolone, and in the few patients in whom it 
occurred it was mild. Acne occurred less often—in 
only 10% compared to 17% with triamcinolone and 
16% with prednisone or prednisolone. Marked 
striae formation was noted in only one patient 
(3%) on methylprednisolone therapy, compared to 
14% of the triamcinolone series and 3% of those 
receiving prednisone or prednisolone. 
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The one side-effect which was more pronounced 
with methylprednisolone than with the other 
steroids in systemic lupus erythematosus was a 
tendency toward the development of ecchymoses, 
noted in 27% of this group as against 14% of the 
triamcinolone group and only 3% of those on 
prednisone or prednisolone therapy. Accumulation 
of edema was noted in only two patients, one of 
whom had anemia uncorrected by methylpredni- 
solone. Diabetes mellitus did not appear in any 
case. Fasting blood sugar levels were repeatedly 
obtained in these patients, and they remained 
within normal limits. None of the patients had 
diabetes prior to treatment. 

Epigastric distress after intake of the medica- 
ment was not noted. A new peptic ulcer appeared 
in one patient, whose case was described above. 
This incidence compares favorably to that with 
triamcinolone when used without a prophylactic 
ulcer regimen and to those with prednisone and 
prednisolone when used with an ulcer regimen (see 
addendum). 

Muscle weakness of the type described as occur- 
ring with triamcinolone therapy was not noted in 
any patient.? One patient who initially had some 
transitory weakness on methylprednisolone therapy 
had no recurrence of it on reinstitution of therapy 
with this corticosteroid. The follow-up period on 
this patient has been nine months. This patient and 
one additional one in this series had had muscle 
weakness on triamcinolone therapy. 


Comment 


Methylprednisolone is an effective new unsatu- 
rated corticosteroid with minimal ulcerogenic po- 
tency. Its common side-effects are similar to those 
produced by the older steroids, except for the 
higher incidence of ecchymoses—27% as against 
14% with triamcinolone and 3% with prednisone 
and prednisolone. Muscle weakness was not noted 
in any case. 

Of 18 patients who had received prior steroid 
therapy, 2 were benefited more by methylpred- 
nisolone than by the older steroids. One was an 
18-year-old girl who had progressive extensive 
striae formation and marked moon face, buftalo 
hump, and central obesity after four months of 
triamcinolone therapy despite reduction of dosage 
during the last six weeks to 6 mg. per day. Six 
weeks after transfer to therapy with methylpred- 
nisolone, 16 mg. per day, the striae began to fade 
and the patient had less activity of her illness and 
her appearance became more normal. A 43-year- 
old woman had better over-all control of her illness 
with methylprednisolone than with triamcinolone, 
prednisone, or hydrocortisone. 

The advantages of this new steroid from this 
standpoint were not as marked as in the triam- 
cinolone series, where 7 of 14 patients who had 
been treated with other steroids were given better 
control with triamcinolone than with other agents. 
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This individual variability in response to the cor- 
ticosteroids suggests that, if the illness is inade- 
quately controlled by increasing doses of one 
steroid, occasionally transfer to another may help. 
As far as transferring to another hormone to elimi- 
nate undesirable side-effects is concerned, the only 
ones I have seen disappear (provided the effective 
hormonal dose is similar) are the muscle weakness 
and excessive striae formation induced by triam- 
cinolone. The usual moon-face appearance is not 
benefited by hormone transfer. The only effective 
means of combating this side-effect is reduction of 
the dose of steroid with synergistic therapy includ- 
ing salicylates and antimalarials. 

The incidence of new peptic ulceration in my 
series of patients on methylprednisolone therapy 
(3% of 40 cases) is the same as that noted with 
triamcinolone (4% of 29) and prednisone and pred- 


TABLE 3.—Side-effects of Methylprednisolone Compared to 
Those of Triamcinolone and Prednisone and Prednisolone 


Methylpred- Prednisone 


nisolone Triam- and Pred- 
(40 Cases) cinolone nisolone 
rc 1(29 Cases), (37 Cases), 
No. % % % 
Moon face, buffalo hump 
After transfer from older 
steroids 
2 5 14.0 12.0 
1 3 0 5.0 
9 22 14.0 17.0 
Initial appearance, methyl- 
prednisolone as first steroid .. 6 15 14.0 15.0 
Initial appearance, transfer to 
methylprednisolone from 
other steroids ............+.06. 3 8 3.0 0 
None at any time ............ 19 48 55.0 51.0 
21 52.0 45.0 49.0 
Marked hirsutism .............++ 3 8 21.0 3.0 
BORD 10 17.0 16.0 
Stine (marked) 1 3 14.0 3.0 
Eechymoses (marked) .......... Bt 27 14.0 3.0 
Diabetes mellitus ... 0 0 3.0 6.0 
Epigastric distress .............. 0 6 6.0 3.0 
1 3 4.0 8.0 


Muscle weakness 0 0 19.0 0.0 

* Patients on triamcinolone therapy were not on prophylactic ulcer 
regimen, whereas all those on prednisone or prednisolone therapy were 
whenever maintenance dose was over 10 mg. per day of either drug 
(see addendum). 


nisolone when used routinely in conjunction with 
an ulcer diet (3% of 37) (see addendum). In the 
methylprednisolone and triamcinolone series no 
routine prophylactic ulcer regimens were utilized. 
The occurrence of peptic ulcer in patients with 
rheumatoid arthritis treated with prednisone or 
prednisolone without a prophylactic ulcer regimen 
has been reported to be as high as 31%.° 

The mechanism of ulcer formation in steroid- 
treated patients remains unsolved. In my experi- 
ence and in that of others there is no elevation of 
gastric hydrochloric acid or uropepsin levels. Jano- 
witz and co-workers * have shown delayed healing 
of experimentally produced gastric ulcers. The 
theory of a reduction of viscosity of gastric mu- 
cus by steroids has not been confirmed.” The 
fundamental defect producing ulceration is* prob- 
ably inhibition of wound healing caused by a very 
high local steroid level in the stomach interfering 
with closure of normal, spontaneously induced 
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gastric ulceration and in addition to the systemic 
effects of the steroids acting in a similar manner. 
The incidence of peptic ulcer is highest in the 
arthritic groups because of the associated ingestion 
of large amounts of salicylates and, in some cases, 
phenylbutazone (Butazolidin). 


Summary 


Forty patients with systemic lupus erythematosus 
have been treated with a new synthetic, unsatu- 
rated corticosteroid, methylprednisolone (Medrol), 
for as long as 15 months. This hormone is 1.1 times 
as powerful as prednisone and four times more 
potent than hydrocortisone as an anti-inflammatory 
agent. It is only 0.9 as strong as triamcinolone in 
this regard. The initial dosage varied from 8 mg. 
per day added to the therapeutic regimen of a 
patient with mild disease partially controlled by 
rest, salicylates, and antimalarials to 96 mg. per 
day in a critically ill patient. The average dose was 
30 mg. per day, with maintenance dose of 26 mg. 
There was no evidence of sodium retention or 
potassium loss. Routine sodium restriction, potas- 
sium supplementation, and prophylactic ulcer regi- 
mens were not used. 

Fifteen patients had upper gastrointestinal series 
prior to and every two to three months during 
therapy. There was evidence of new peptic ulcer- 
ation in only one, treated with 48 to 192 mg. per 
day for two months before the appearance of an 
asymptomatic gastric ulcer. She had been on a 
prophylactic ulcer regimen because of a high con- 
trol uropepsin level. In two of these serial studies, 
preexisting peptic ulcers were noted; these pa- 
tients were the only ones who had gastrointestinal 
distress while taking methylprednisolone. In the 
12 other cases there was no evidence of ulceration. 
Seven patients had serial gastric analyses per- 
formed before and during methylprednisolone ther- 
apy. No changes were noted. Eight patients had 
24-hour uropepsin studies done at similar intervals. 
One had an elevated level prior to treatment, and 
she developed gastric ulcer despite a prophylac- 
tic ulcer regimen. Her uropepsin level decreased 
shortly after treatment was begun and before the 
ulcer was noted. 

The pattern of clinical improvement closely par- 
alleled that obtained by previous treatment with 
older steroids. There was a disappearance of all 
the clinical and laboratory abnormalities produced 
by the disease, with the exception of long-standing 
renal involvement. 

The incidence of side-effects, such as moon face, 
hirsutism, acne, and striae, was about the same as 
was found in a similar series of patients treated 
with triamcinolone and with prednisone and pred- 
nisolone. However, ecchymoses occurred in 27% 
and were more prominent with methylprednisolone 
than with the older anti-inflammatory hormones, 
including triamcinolone. Diabetes mellitus did not 
appear in any patient. Muscle weakness was not 
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noted with use of this steroid. Moon face, buffalo 
hump, and central obesity produced by therapy 
with other steroids did not disappear after transfer 
to an equivalent dose of methylprednisolone in any 
case, 

Of 18 patients who had received prior steroid 
therapy with other anti-inflammatory hormones, 
only two had better control and felt better on 
methylprednisolone therapy than they had on that 
with the other corticosteroids. Methylprednisolone 
is a relatively safe and potent anti-inflammatory 
agent for initial and maintenance steroid therapy 
in patients with systemic lupus erythematosus. 

Addendum 

An additional patient with systemic lupus ery- 
thematosus for whom data are not included in this 
paper received 32 mg. of methylprednisolone per 
day for seven months without a prophylactic ulcer 
regimen. Her base-line upper gastrointestinal series 
was normal. An asymptomatic gastric antral ulcer 
was noted on the repeat examination at the end of 
this therapy. This brings the total ulcer incidence 
with this steroid to 2 cases out of 40, or 5%. 

A review by Dr. James G. Bulgrin of the radi- 
ology department of all the gastrointestinal x-rays 
done on 70 patients with systemic lupus erythemato- 
sus has revealed the presence of two additional 
ulcers in the triamcinolone series, making a total 
of 3 cases out of 29, or 10%. One patient in the 
control group of nine persons receiving prednisone 
alone without an ulcer regimen has developed an 
ulcer, making the incidence 11% in that series. 

1200 N. State St. (33). 


This study was supported by a grant from the Upjohn 
Company, Kalamazoo, Mich. 
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CLINICAL NOTES 


FAULTY FUNCTION OF TABLE MODEL ETHYLENE OXIDE STERILIZER 
Carl W. Walter, M.D. 


and 


Ruth B. Kundsin, Sc.D., Boston 


Ethylene oxide has been used in industry for two 
decades for the sterilization of materials which 
cannot withstand steam sterilization. Hospital ap- 
plications have awaited development of equipment 
suitable for the gamut from small instrument steri- 
lization in a physician’s office to the sterilization of 
hospital equipment and bedding. A large walk-in 
type of ethylene oxide sterilizer has been devel- 
oped ' and is currently being used at the Peter Bent 
Brigham Hospital for sterilization of furniture, bed- 
ding, rugs, draperies, and equipment which cannot 
be steam sterilized. The process involves five steps: 
heating the load to 140 F; evacuation of air from 
the load; humidification to achieve a moisture con- 
tent of 25 to 30%; introduction of ethylene oxide, 
inerted by the addition of carbon dioxide, to a level 
of 760 mg. per liter; and exposure of three hours. 
The whole process is autormatic, and tests with 
spores of Bacillus subtilis and Clostridium sporo- 
genes have shown that under the conditions of the 
automatic cycle sterility invariably results. 


Results of Test of Sterilizer 


A table model ethylene oxide sterilizer has re- 
cently been marketed under the name Ben Venue 
sterilizer, designed for sterilization of instruments 
and materials that are destroyed by exposure to 
steam. This sterilizer is a compact, chromium- 
plated cylinder with a capacity of approximately 1 
liter. The capacity can be increased by the use of 
a 5-in. extension sleeve. The ethylene oxide used 
with the sterilizer is provided in steel cylinders 
called Steribulbs, containing a total of 12 Gm. of 
ingredients of which the manufacturer states that 
20% is ethylene oxide and 80% is inert. A plunger 
device attached to the side of the cylinder impinges 
the Steribulb on a penetrating needle that releases 
the gas into the sterilizing chamber. The directions 
with the instrument recommend a two-hour expo- 
sure, after which the contents are assumed to be 
sterile. The whole process is carried out at room 
temperature and at the prevailing relative humidity. 

Experience in testing this sterilizer has indicated 
that sterility does not invariably result when the 
accompanying directions are followed. The test 
organism, B. subtilis (a strain secured from Dr. L. F. 
Ortenzio), was grown in soil extract broth. Loops 
made from size 3 silk suture were dipped into a 


From the Department of Surgery, Harvard Medical School, and the 
Peter Bent Brigham Hospital. 


72-hour culture and dried for at least 24 hours at 
room temperature according to the method sug- 
gested by Ortenzio and co-workers.’ The contami- 
nated suture loops were placed into paper envel- 
opes and exposed to ethylene oxide in the Ben 
Venue sterilizer. After exposure, the loops were 
dropped into nutrient broth and incubated at 36 C 
for two weeks. The results are shown in table 1. 
Another series of tests was conducted with use of 
sterility control pledgets impregnated with spores 
of Cl. sporogenes, prepared by the Baltimore Bio- 
logical Laboratory. After exposure to the ethylene 
oxide these pledgets were dropped into thioglycol- 
late broth for sterility observation over a period of 
seven days. The results are shown in table 2. 


TaBLe 1.—Results of Test of Ben Venue Sterilizer with 
Bacillus subtilis—Contaminated Suture Loops*® 

Time of Loops Positive Results 

Exposure, Exposed, ——— 


r. No. 
10 100 


10 
10 
10 
10 
10 


— 


/ 
1/i 
4/5 
27/8 


) 

5 

5 

5 
7 5 
*Room temperature 70-75 F, relative humidity 25-53%. 
+ Indicates growth. 


} Cultured one hour after removal from sterilizer. 
$2 ml. of distilled water placed in sterilizer. 


The criticism can justifiably be made that this 
sterilizer wes primarily designed for instrument 
sterilization and, since the tests noted in tables 1 
and 2 involve the use of spores on silk or cotton 
fibers, the results are not good approximations of 
spores on metal instruments. To test the steriliza- 
tion of contaminated steel surfaces, six stainless 
steel slides, measuring approximately 1 by 3 in., 
were contaminated with 1 x 10° B. subtilis spores. 
The slides were allowed to dry for 48 to 72 hours 
and were then exposed to ethylene oxide in the 
Ben Venue sterilizer. The results are shown in 


table 3. 


The results of our tests indicate that the use of 
the Ben Venue sterilizer, according to the direc- 
tions given by the manufacturer, is not a satisfac- 


a 
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: 
1] 10 100 
12 0 0 
1: 100 
12 100 
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tory method of sterilizing either spore-contami- 
nated fiber or steel. We have not used vegetative 
bacterial cells in our testing, and it may very well 
be that this method is adequate for their destruc- 
tion. However, since the word “sterilization” im- 
plies the death of all living organisms, this piece of 
equipment cannot legitimately be called a sterilizer. 

We appreciate the fact that the dry spores used 
in the tests described here are extremely resistant 
to sterilization and have been a severe test of the 
sterilizing efficiency of the equipment. However, in 
practical application, one has no guarantee of the 
degree of resistance of organisms on material to be 
sterilized. Instruments which have become con- 
taminated and have been allowed to dry for a day 
or more before sterilization can certainly be as- 
sumed to contain dessicated spores. 


TABLE 2.—Results of Test of Ben Venue Sterilizer with 
Clostridium sporogenes in Cotton Pledgets® 


Time oft Pledgets Positive Resultst 


Exposure, Exposed, ——-——-~~-- 
Date Hr. No. No. % 
2% 9 6 67 
rs 1% 10 8 
2 10 6 60 
2% 10 8 80 


* Room temperature 75 F, relative humidity 51%. 
+ Indicates growth. 


Ethylene oxide, in both liquid and gaseous 
form, has been found to be an efficient sterilizing 
agent. However, many factors influence the death 
rate of organisms exposed to it—such factors as 
relative humidity, temperature, concentration, and 
degree of contamination of material to be sterilized. 
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It is entirely conceivable that a workable table 
model ethylene oxide sterilizer can be devised 
which will be satisfactory once these factors are 
taken into consideration. A heating unit incorpo- 
rated in the apparatus would rapidly accelerate the 
rate of kill. Phillips * has calculated a Qi» of 2.74 
for ethylene oxide; thus, a 10-C rise in temperature 


TABLE 3.—Results of Test of Ben Venue Sterilizer with 
Bacillus subtilis-Contaminated Stainless Steel Strips*® 


Time of Strips Strips 
Exposure, Exposed, Showing 
Date Hr. No. Growth, No. 
tas 2 2 2 


* Room temperature 71 F, relative humidity 27-29%. 


would more than double the rate of kill. Some ar- 
rangement for securing an optimum relative humid- 
ity of 28% * in the sterilizer would also be advisable. 


721 Huntington Ave. (15) (Dr. Walter). 
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chronic beryllium disease by the fact that the worker-patient frequently does 
not know the nature of the materials with which he or those around him have 
worked. Furthermore, this work exposure may have terminated more than a decade 


FF ene TO BERYLLIUM.—The physician is hindered in diagnosing 


prior to the onset of current clinical symptoms. . . . Although there have been no 
reports of beryllium disease in miners of the ore, beryl, which contains from 2% to 
12% beryllium, the subsequent extraction process has been frequently implicated in 
the disease. The manufacture of fluorescent tubes constituted a second major source 
of toxic exposure in that phosphors used from 1938 to 1949 often contained from 2% 
to 14% beryllium, generally as zinc-manganese-beryllium silicate. This hazardous 
use of beryllium was discontinued in 1949 by mutual agreement of the manufactur- 
ers. No such self-regulation has applied to the “neon” sign producers, many of whom 
operate small backyard or garage “factories” and who may freely obtain and process 
beryllium oxide in the preparation of phosphors. . . . Beryllium is used in windows 
of x-ray tubes because it is easily penetrated by the rays and is stable at high tem- 
peratures. It is also employed in nuclear energy projects, since it readily yields 
neutrons under alpha particle bombardment. . . . Because of its lightness, rigidity, 
and resistance to heat, beryllium is today finding use in structural parts of high- 
velocity space vehicles. The oxide may be used in heat-resistant ceramic nose-cones. 
.. . Typists, clerks, engineers, and janitors, though they do not directly use beryllium, 
may be affected because of atmospheric contamination. Furthermore, neighborhood 
atmospheric contamination or beryllium-containing dusts brought home on work 
clothes may lead to disease in persons remote from any plant.—H. L. Hardy, M.D., 
and L. B. Tepper, M.D., Beryllium Disease: A Review of Current Knowledge, Jour- 


nal of Occupational Medicine, April, 1959. 
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ORTHOSTATIC APHASIA AFTER CARDIAC SURGERY 


Houck Bolton, M.D., Philadelphia, David L. Andrus, M.D. 
and 


Emund C. Hessert, M.D., Camden, N. J. 


Orthostatic aphasia is a term applied to that proceeded uneventfully, with no evidence of re- 
condition in which the patient becomes aphasic sidua. During the ensuing four years she had noted 
when in the sitting or upright position. The cause slowly progressing exertional dyspnea. 
of this phenomenon is unknown. However, it must On Jan. 28, 1959, the patient experienced excru- 
be assumed that there exists a relative ischemia ciating pain localized to the left popliteal space, 
affecting the essential centers and/or the associated with associated absence of the popliteal pulse and 
fiber tracts which control the motor function of discoloration of the extremity distal to the knee. 
speech. When a patient is in the supine position Oscillometric readings and marked local temper- 
there is adequate blood supply to these areas, per- ature decrease substantiated the diagnosis of ar- 
mitting them to function normally. Resumption of terial occlusion involving the popliteal vessel. A 
the upright position slightly diminishes this blood regimen of anticoagulants and supportive therapy, 
supply, resulting in the production of cerebral including lumbar block, proved effectual, and 23 
ischemia and aphasia. days later the patient successfully withstood a 

After cardiac surgery numerous complications mitral commissurotomy. The operation was accom- 
may occur. Arterial embolization during the cor- plished without event, and a most satisfactory tech- 
rection of mitral stenosis is not uncommon. Bolton nical result was obtained. 
and Bailey' have reported various neurological Approximately 72 hours postoperatively, with the 
and neuropsychiatric phenomena in the cardiac patient in the semi-Fowler position to facilitate 
patient after surgery. However, in a series of well expectoration, she attempted to speak and found 
over 2,000 such patients operated on for valvular she was unable to articulate. The bed was promptly 
lesions, Bolton and Musser’ have not observed lowered so that she was in the supine position, and 
orthostatic aphasia. To our knowledge, this case within several seconds her enunciation was normal. 
represents a complication which has not been pre- Vital signs were immediately obtained and revealed 
viously reported. no change from previous recordings. The patient 


was alert and cognizant of her condition. She dem- 
onstrated no particular concern or emotional dis- 
turbance with this experience and expressed her 
reaction by stating that she “felt silly” because she 
could not talk. Within a period of several hours it 
was noted that the left angle of the mouth was 
slightly depressed. After the initial episode she was 
placed in a sitting position only in the presence of 
a physician. A stellate ganglion block effectively 
produced the expected Horner's syndrome and 
contributed to her general supportive therapy. It is 
interesting to note that on each occasion her ortho- 
static aphasia essentially mimicked the original pat- 
tern, with no change in vital signs, clinical picture, 
or laboratory studies. This condition existed for a 
period of four days and then spontaneously sub- 
sided. 

Her remaining postoperative course was punc- 
tuated by a profuse menses aggravated by anti- 
coagulant therapy. The patient was discharged on 
the 11th postoperative day in good condition. 


Report of a Case 

A 47-year-old married female was admitted to 
West Jersey Hospital on Jan. 28, 1959, with a his- 
tory suggestive of rheumatic activity occurring in 
childhood; her condition had been diagnosed as 
acquired mitral valvular stenosis after discovery of 
a heart murmur 27 years prior to this admission. 
Though never in frank congestive failure, she had 
demonstrated atrial fibrillation for many years and 
her condition had been maintained with digitalis 
for a period of no less than 20 years. Her general 
cardiac status had progressively declined in spite 
of constant and diligent medical therapy, and at 
the time of admission her functional capacity was 
2-3 according to the American Heart Association 
classification. 

She remained symptom free until four years prior 
to admission, when she experienced an episode of 
cerebral embolization which was manifested by 
hemiplegia on the left. For a period of approxi- 
mately three weeks the patient was aware of sen- 


sory aberrations, predominantly numbness, involv- Comment 
ing the entire left side. At this time her course It is our belief that this patient suffered a mini- 
Staff Surgeon, Department of Thoracic Surgery (Dr. Bolton), Chief, mal postoperative cerebral embolus which pro- 


Department of Cardiology (Dr. Andrus), and Intern (Dr. Hessert), 
West Jersey Hospital, Camden, N. J. 


duced a relative ischemia affecting her speech 
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center (Broca’s area) or associated fiber tracts and 
that while the blood supply was sufficient to main- 
tain this area with the patient in the supine posi- 
tion, thus allowing her to articulate, it was inade- 
quate to do so in the upright position. 


249 N. Broad St. (7) (Dr. Bolton). 


RADIOPAQUE AGENTS-—SOBIN ET AL. 


J.A.M.A., July 25, 1959 
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The nature of the adverse reactions to the intra- 
vascular administration of radiopaque agents is not 
known.’ Such reactions or complications vary from 
mild, with nausea and vomiting and urticaria, to 
severe, with syncope, shock, convulsions, respiratory 
distress, and focal hemorrhage, to fatal. They occur 
with intravenous urography, angiocardiography, 
regional aortography, and arteriography. It is diffi- 
cult to arrive at an over-all estimation of reaction 
rates, due to different criteria of what constitutes a 
“reaction” as well as variables in observing and re- 
porting. From our observations, as well as those in 
the literature, it would appear that reactions in- 
crease with increasing dose, concentration, and 
speed of injection of these substances. Although the 
reaction rate, in the main, has decreased with the 
introduction of newer agents, their increased use in 
a wide variety of diagnostic situations has resulted 
in an increased incidence of reactions. 

For reasons to be detailed elsewhere,? we have 
studied the effect of the compounds diatrizoate 
(Hypaque) sodium and sodium diprotrizoate (Mio- 
kon sodium) on the small blood vessels at the 
corneal-scleral junction in man and rabbits. A modi- 
fication * of the standard binocular dissection micro- 
scope method has provided greater facility in use of 
this equipment and increased light for photomicro- 
graphy. The magnifications used allowed arterioles 
and venules of 75 » or larger to be easily observed. 

The corneal-scleral blood vessels were studied in 
24 adult male patients who received roentgeno- 
graphic contrast mediums for intravenous urog- 
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NATURE OF ADVERSE REACTIONS TO RADIOPAQUE AGENTS 
PRELIMINARY REPORT 


Sidney S. Sobin, M.D., Ph.D., Wallace G. Frasher, M.D., George Jacobson, M.D. 


Frank A. VanEeckhoven, Los Angeles 


raphy. None of these patients was acutely ill at 
the time of study. Diatrizoate sodium (30 cc. of 
50% solution) or sodium diprotrizoate (20 cc. of 
50% solution) was given intravenously in 45 to 60 
seconds. In a few patients nausea without vomiting 
occurred. 

In 20 of 24 persons so studied, characteristic 
changes occurred in the corneal-scleral vessels after 
the administration of these materials. These changes 
varied only in degree from patient to patient. The 
vascular alterations were first seen one to two min- 
utes after the end of the injection. There was 
marked slowing of the microcirculation, and the fine 
granular appearance of the erythrocyte column was 
quickly replaced by a much coarser granularity 
with red blood cell masses and clear irregular intra- 
vascular plasma zones between the red blood cell 
masses. Variable degrees of vasoconstriction were 
noted in both minute arterial and venous vessels 
with marked irregularity in blood vessel margins 
resulting in a scalloped edge. At times there was 
almost complete pinching off of the red blood cell 
column and formation of sausage-like masses which 
moved slowly down the vascular trunk. Despite the 
numerous red blood cell aggregates, actual stasis 
did not occur. Pinched off masses moved slowly and 
erratically to the confluence with larger vessels and 
then disappeared into the more rapidly moving 
larger stream, There was an over-all decreased 
vascularity in the microscopic field. The intensity 
of these vascular alterations was maximal at four to 
six minutes after the injection, and although no 
attempt was made to follow the return of the vas- 
cular bed to normal in all persons, in most instances 
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it had returned to its previous state 20 minutes 
after the administration of the radiopaque material. 

Similar observations were made at the corneal- 
scleral vessels of immature (250-Gm.) albino rabbits 
lightly anesthetized with urethan. The radiopaque 
substances, diatrizoate sodium, sodium diprotri- 
zoate, and sodium acetrizoate (Urokon sodium), 
were given through a fine catheter inserted into the 
jugular vein in amounts proportionate to that used 
in angiocardiography in man. The changes in the 
corneal-scleral vessels were identical to those seen 
in man, although the time of onset of these alter- 
ations was markedly shortened and the total re- 
action more intense. 

These observations may provide some rational 
basis for the understanding of the reactions to the 
radiopaque agents. The precise cause and nature of 
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the blood vessel changes and the red blood cell 
aggregates is not known, and only with such knowl- 
edge can the exact cause of these reactions be deter- 
mined and ultimately prevented. 


1200 N. State St. (33) (Dr. Sobin). 


This study was supported by the Los Angeles County 
Heart Association and Mallinckrodt Chemical Works, St. 
Louis. 
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Report to the Council 


The Council has authorized publication of the following sixth and final paper, which was 
presented as part of a symposium-panel discussion held in Washington, D. C., Sept. 25, 1958, 
on The Use and Abuse of Adrenal Steroids. The first five papers appeared in Tue JouRNAL 
on June 20 and 27 and July 4, 11, and 18, 1959, pp. 952, 1063, 1179, 1311, and 1411. The panel 
discussion which concluded the program is available in mimeographed form in the Secre- 
tary’s Office, Council on Drugs. 


Since the advent of cortisone approximately a 
decade ago, numerous steroids and steroid deriva- 
tives have been evaluated for their ocular effects 
when administered locally and systemically. These 
include cortisone (Cortisone, Cortogen, Cortone ) 
acetate and free alcohol, hydrocortisone (Cortef, 
Cortril, Hycortole, Hydrocortone ) acetate and free 
alcohol, hydrocortisone tertiary-butylacetate, pred- 
nisolone (Delta Cortef, Hydeltra, Meticortelone, 
Meti-Derm, Paracortol) free alcohol and acetate, 
prednisolone butylacetate (Hydeltra-T. B. A.), 
methylprednisolone (Medrol), triamcinolone (Ar- 
istocort, Kenacort ), and dexamethasone ( Decadron, 
Deronil). Not all of these have had completely 
adequate trial in ophthalmology. However, when 
topically applied, only minor differences in clinical 
activity have been noted. If employed in individual 
dosages and proper vehicles and method of admin- 
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STEROID THERAPY IN OPHTHALMIC LESIONS 
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istration, all have equivalent anti-inflammatory po- 
tency for ocular diseases. For ophthalmic therapy, 
these agents may be applied locally in solution or 
ointment vehicles or injected subconjunctivally. 
There appears to be no significant advantage to 
intracameral injection. They may also be used 
systemically. Corticotropin (ACTH, Acthar, Cor- 
ticotropin, Cortrophin) is employed intravenously 
or intramuscularly for ocular diseases. 

The present trend is to use corticosteroids in 
preference to corticotropin because of the ease of 
administration and the effectiveness of locally ap- 
plied forms. Local routes are preferred over sys- 
temic ones because of the ease of administration, 
lower cost, and freedom from systemic side-effects, 
which allows treatment to be continued safely over 
a long period of time.’ 

It has been established that steroids do not act 
on the cause of ocular disease but do reduce the 
reaction of the tissues to an exciting agent. They 
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suppress hypersensitivity reactions and inflamma- 
tions due to infection, inhibit neovascularization, 
reduce fibroblastic activity, and interfere with some 
immunological reactions.’ Minor differences in local 
activity have been demonstrated clinically and ex- 
perimentally; e. g., hydrocortisone locally instilled 
has been shown to be more effective than cortisone 
for vernal conjunctivitis.’ The effectiveness of each 
is approximately the same for other anterior seg- 
ment inflammations when applied topically. 

Penetration studies have revealed a difference, 
in ability to penetrate, of the acetate and free al- 
cohol varieties of cortisone, hydrocortisone, predni- 
sone (Deltasone, Deltra, Meticorten, Paracort), 
and prednisolone. It has also been demonstrated 
that the acetate variety of hydrocortisone pene- 
trates more readily through the cornea than the 
more soluble phosphate and succinate forms.* This 
may account for the slightly greater anti-inflamma- 
tory action of the less soluble derivatives when ad- 
ministered locally.’ Studies of penetration of sys- 
temically applied steroids did not show a clear-cut 
relationship between the ease of penetration and 
antiphlogistic action.° 

Experimental and clinical studies over the past 
10 years have revealed that, in anterior ocular in- 
flammations, locally applied steroids are equal in 
effectiveness to systemically administered steroids 
or corticotropin.’ In posterior segment inflamma- 
tions, local routes appear to be inferior to system- 
ically administered steroids or corticotropin. Ster- 
oids given systemically seem to be equivalent to 
corticotropin for most of the responsive posterior 
segment conditions.* 

Since steroids are easily administered systemi- 
cally, they are usually preferred over corticotropin 
for equally responsive conditions. However, corti- 
cotropin may be preferred for severe inflammations 
that threaten the functional integrity of the eye. 
In severe intraocular infections, corticotropin given 
intravenously, which mobilizes many adrenal ster- 
oids, is preferred to oral therapy with steroids for 
the purpose of reducing inflammatory reactions un- 
til the infecting agents can be overcome by the 
specific antibiotic.’ As in other areas of the body, 
hormonal therapy is used in ophthalmology for the 
sole purpose of controlling inflammation until the 
ocular defenses can handle the problem; they have 
no curative effect on ocular diseases and possess 
no bactericidal or tissue-stimulating activity. In 
ocular pathology the effect of the hormones is not 
to make up a deficiency of hormones; they inhibit 
inflammation, whether it be due to allergic, toxic, 
infectious, or traumatic etiology. If the stimulus is 
great, the steroids may not prove adequate to block 
the reaction. 

Topically and systemically administered steroids 
produce favorable results in such external inflam- 
mations as contact dermatitis, rosacea keratocon- 
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junctivitis, vernal conjunctivitis, allergic conjuncti- 
vitis, allergic keratoconjunctivitis, marginal corneal 
ulcers, and phlyctenulosis. There are a number of 
ocular conditions that are not benefited including 
pemphigus and, in many cases, nodular episcleritis. 
Episcleritis, scleritis, and ocular manifestations of 
collagen disease have shown irregular responses.'° 

Steroids prove most useful in nongranulomatous 
uveitis of both the anterior and the posterior varie- 
ties. Uveitis due to sarcoid may respond incom- 
pletely. Recurrences are frequent and are not 
always quieted by additional or continued admin- 
istration of steroids. 

Sympathetic ophthalmia is best treated initially 
by intravenous administration of corticotropin and 
carried to the point of quiescence by steroids given 
systemically and locally. The continuous gradual 
reduction of steroids may demand a year or more 
until therapy is no longer required. 

Occasionally, but rarely, one steroid might suc- 
ceed in controlling an ocular disease in which an- 
other in large dosage has failed. Isolated examples 
of dramatic improvement have been seen, but 
this is not the usual experience of the majority of 
ophthalmologists dealing with degenerative dis- 
eases. Most of the results with degenerative ocular 
diseases are not impressive. Optic neuritis and 
retrobulbar neuritis seem to quiet more rapidly 
with the institution of steroids, particularly cortico- 
tropin given intravenously. 

Steroids have been shown to be contraindicated 
in corneal ulcers due to herpes simplex "' and 
fungi.’* Bacterial ulcers may respond in the pres- 
ence of steroids if the anti-infectious therapy has 
been specific, properly administered, and in ade- 
quate dosage. The same applies to conjunctivitis of 
similar etiologies. 

In dealing with conjunctivitis, it is fairly well 
recognized that ideal therapy den.ands specific 
diagnosis. It is true that one cannot always be cer- 
tain of etiology. Cultures and cytological studies 
are helpful but expensive. Most conjunctival 
inflammations subside spontaneously. Steroid ther- 
apy may reduce the local reaction but may inter- 
fere with natural resistance. Therefore, it is recom- 
mended that steroids not be used as a substitute 
for clinical acumen. One should employ less haz- 
ardous and usually less expensive medicaments 
such as astringents, zinc preparations, quaternary 
ammonium compounds, or even saline irrigations 
until the cause of the disease is indicated or until 
cultures and smears can aid in the selection of spe- 
cific medicaments. After such a course, one is less 
likely to enhance the development of dendritic 
keratitis or corneal fungous infections. Both of 
these types of infections have increased in severity 
and incidence since the advent of locally adminis- 
tered steroids. It has been noted repeatedly that 
the patient undergoing local therapy with steroids 


4 
te 
3 
4 
; 
a 
2 
- 
‘ 
; 
2 
: 
| 
We 
~ 
i 
3 
4 
j 


Vol. 170, No. 13 


may have less discomfort and see his physician less 
frequently; consequently, the gradual progression 
of the disease may go undetected until late in its 
course. 

Fungous infections of the cornea can readily be 
produced experimentally by pretreatment with ster- 
oids. This has been demonstrated by Ley and San- 
ders '*” and by Montana and Sery.'* Perhaps a 
safe rule to follow for the local use of steroids in 
external ocular disease is this: when a doubt exists 
as to diagnosis or to the likelihood of a favorable 
response to steroids, steroids should not be used. 

There is also a contraindication to systemic ad- 
ministration of steroids in granulomatous uveitis 
and intraocular infections that might be of fungal 
or perhaps viral origins. It has been demonstrated 
that steroids have a disastrous influence on experi- 
mental fungal choroiditis whether this is due to 
Candida albicans or to Aspergillus.'* The injection 
of steroids during the course of such an experi- 
mental infection causes exacerbation of the inflam- 
mation in a disease which is often otherwise self- 
limited. 

Similarly, Woods has demonstrated less favor- 
able response in acid-fast intraocular infections 
with steroids alone. Uveitis due to sensitivity to 
tuberculoprotein can react favorably to steroid ad- 
ministration. The difficulty is to determine the eti- 
ology. Perhaps simultaneous administration of anti- 
tuberculosis drugs in adequate concentration might 
prevent the unfavorable effects of steroids on tuber- 
culous uveitis. However, when one is reasonably 
certain of a tuberculous etiology in uveitis but can- 
not determine relative rate of infection and, hyper- 
sensitivity, the specific antituberculosis chemother- 
apy should be employed first and steroids added to 
this later if the results have not been favorable and 
if the uveitis is still considered to be of tuberculous 
etiology. 

There is some clinical evidence that steroids are 
not harmful in toxoplasmic uveitis. However, the 
diagnosis here is not certain, and the favorable re- 
sults may be due to another cause. 

Sympathetic ophthalmia and sarcoids are ex- 
amples of granulomatous uveitis that can respond 
favorably to long-term therapy. However, long- 
term treatment has many hazards. The over-all 
rule that can be applied to steroids in ophthalmol- 
ogy would be to use steroids when long-term ther- 
apy is necessary in those ocular conditions in which 
no other therapy with fewer side-effects is known 
to be helpful. The crucial word in this sentence is 
“helpful,” for the steroids must be known to have 
been helpful in the condition before they are em- 
ployed on a long-term basis. Steroids should not 
be used simply because the ophthalmologist knows 
nothing else to do. 
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Summary 


Corticosteroids and adrenocorticotropic hormones 
given systemically are of considerable value in 
the therapy of ocular disorders. There are unde- 
sirable ocular effects from corticosteroids such as 
the development of and/or enhancement of herpes 
simplex keratitis and fungal keratitis after local 
corticosteroid ocular instillations, and there are the 
possibilities of undesirable side-effects from the 
long-term systemic administration of corticosteroids 
and corticotropin. These agents should be used 
only for those ocular conditions in which definite 
benefit has been demonstrated. They should not be 
used simply because the physician knows nothing 
else to do for the ocular disorder. Steroids are of 
limited value in the management of infectious dis- 
eases. They certainly should not be used in the 
treatment of ocular infectious disease without ade- 
quate specific antimicrobic coverage. Long-term 
therapy with steroids in ocular disorders should be 
avoided unless there are specific indications. 
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6. Leopold, I. H.; Sawyer, J. L.; and Green, H.: Intra- 
ocular Penetration of Locally Applied Steroids, A. M. A. 
Arch. Ophth. 34:916 (Dec.) 1955. 


: 
| 
| 
3 
§ 
{ 
pe | 
| 


130/1550 


7. Woods, A. C.: Present Status of ACTH and Cortisone 
in Clinical Ophthalmology: Gifford Memorial Lecture, Am. 
J. Ophth. 342945 (July) 1951. References 1, 2a, and 3a. 

8. Gordon, D. M.; McLean, J. M.; and Koteen, H.: Pres- 
ent Status of Corticotropin (ACTH), Cortisone, and Hydro- 
cortisone in Ophthalmology, Brit. J. Ophth. 37385 ( Feb.) 
1953. Scheie, H. G.; Tyner, G. S.; Buesseler, J. A.; and 
Alfano, J. E.: Adrenocorticotropic Hormone (ACTH) and 
Cortisone in Ophthalmology: Report of Cases, A. M. A. 
Arch. Ophth. 443301 (March) 1951. Reference 2c. 

9. Leopold, I. H.: Current Aspects of Ocular Pharmacol- 
ogy, Survey Ophth. Is2 (Feb.) 1956. 

10. (a) Duke-Elder, S., and others: Series of Cases 
Treated Locally by Cortisone: Preliminary Report to Medi- 
cal Research Council by Panel on Ophthalmological Appli- 
cations of Cortisone and ACTH, Brit. J. Ophth. %%:672 
(Nov.) 1951. (b) Hogan, M. J.; Engelman, E. P.; Thygeson, 
P.; and Krupp, M. A.: Effect of ACTH and Cortisone on 
Ocular Disease, Am. J. Ophth. 84(pt. 2):73 (May) 1951. 


Azuresin (Diagnex Blue).—Azure A Carbacrylic 
Resin.—A complex of azure A and a polyacrylic 
carboxylic acid resin. Azure A is a blue dye which 
is chemically defined as 3-amino-7-dimethylamino- 
phenazathéonium chloride. 

Actions and Uses.—Azuresin, introduced in 1958, 
is employed as an indicator for the detection of 
gastric anacidity (achlorhydria) without intuba- 
tion. After oral administration of the drug, the 
blue dye (azure A) in the resin is displaced by 
the hydrogen ions of free hydrochloric acid that 
may be present in the stomach. A part of the dis- 
placed azure A is absorbed and excreted in the 
urine within two hours after administration of the 
resin. A stimulant to gastric secretion is given one 
hour before administration of the resin. Urine 
voided during that hour serves as a control sam- 
ple. The dye content of the urine specimen col- 
lected two hours after administration of the resin 
is visually estimated as an indication of the pres- 
ence or absence of free hydrochloric acid in the 
stomach. Because visual estimation of a blue dye 
in the urine is much less complicated than deter- 
mination of urinary quinine by photoelectric fluoro- 
photometry, azuresin has completely replaced the 
older quinine carbacrylic resin for tubeless gastric 
analysis. 

Azure A in the urine is estimated by use of the 
color comparator which is supplied with each test 
unit of the drug. Two color standards representing 
color intensities of 0.3 and 0.6 mg. of azure A in 
300 ce. of solution (0.1 and 0.2 mg.%), respectively, 
are also provided, After dilution of the control 
urine sample and test urine sample to 300 cc. 
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NEW AND NONOFFICIAL DRUGS 


The following descriptions of drugs are based upon available evidence and do not in any 
case imply endorsement by the Council. 


J.A.M.A., July 25, 1959 
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H. D. Kautz, M.D., Secretary. 


each, two 10-cc. aliquots of the control urine are 
placed in the comparator in front of the two 
standards and one 10-cc. aliquot of the test urine 
between the two controls. Visual comparison is 
then made between the color intensity of the two 
standards and a 10-ce. aliquot of the test urine. If 
the color of the test urine is darker than that of the 
(0.6-mg. standard, the patient is presumed to have 
secreted free gastric hydrochloric acid, and the 
test is complete at that point. Since azure A may 
be excreted in the urine in its blue form or a con- 
jugated ‘colorless form or both, the test should not 
be interpreted as negative (achlorhydria) until 
any colorless form present has been oxidized to 
the blue form. Thus, if the color of the test urine 
is lighter than that of the 0.6-mg. standard, all 
samples are acidified with two drops of 10% hydro- 
chloric acid to give a pH between 2 and 4, heated 
for 10 minutes in a boiling water bath, and allowed 
to cool for two hours. If a red color results from 
the addition of hydrochloric acid, too much has 
been added and second aliquots must be used 
with less hydrochloric acid. It is important to allow 
the full two hours for cooling prior to rereading 
color intensities, since this period of time is re- 
quired for the full color to develop. After the 
cooling period, visual color comparison between 
the test urine and the two standards is done as 
described previously. If the color intensity of the 
test urine lies between that of the 0.6-mg. and 
that of the 0.3-mg. standard, this is interpreted as 
presumptive evidence for hypochlorhydria. An in- 
tensity less than that of the 0.3-mg. standard is 
presumptive evidence for achlorhydria. A high de- 
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gree of correlation has been obtained in tests for 
achlorhydria in which the azure A resin method 
and the conventional gastric analysis by intuba- 
tion were used. It should be understood, however, 
that, when caffeine is used as the stimulant to 
gastric secretion prior to the administration of the 
resin, the azure A method determines what might 
be called a caffeine achlorhydria. True achlorhydria 
can be determined only if the most powerful 
stimulants to gastric secretion, such as betazole or 
histamine, are used. 

The azuresin test does not furnish exact quanti- 
tative results. However, it is convenient for screen- 
ing patients with minor gastric symptoms that are 
not considered sufficiently significant to warrant 
the discomfort of intubation gastric analysis or 
other more expensive diagnostic procedures. It 
should not be used in lieu of more extensive ex- 
aminations whenever these are indicated. When 
the test indicates achlorhydria, some clinicians 
advocate confirmation of these results by repeating 
the test, using histamine or betazole as the stimu- 
lant to gastric secretion. The resin test method 
for achlorhydria is considered useful for the diag- 
nosis of suspected cancer of the stomach, perni- 
cious anemia, and gastric polyps. 

Azuresin is of negligible toxicity, and, to date, 
no instances of drug idiosyncrasy have been re- 
ported (as was sometimes the case with the older 
quinine resin). The test may be carried out with- 
out regard to previous or concomitant drug ther- 
apy. However, tubeless gastric analysis may be in- 
accurate in the presence of pyloric obstruction, 
severe hepatic or renal disease, abnormalities that 
impair intestinal absorption, urinary bladder ob- 
struction, or in patients who have undergone total 
or subtotal gastrectomy. 
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Dosage.—Azuresin is administered orally as a 
single test dose of approximately 2 Gm. in the form 
of granules. Patients should be instructed not to 
eat after midnight preceding the day of the test. 
On the morning of the test, the patient should 
empty the bladder and discard the urine. Break- 
fast is withheld until the test is completed. Two 
250-mg. tablets of caffeine and sodium benzoate 
are swallowed with one glass of water. One hour 
later, the patient voids and saves this specimen 
in a jar marked “control urine.” Then the 2-Gm. 
dose of the resin is stirred well and taken in one- 
fourth glass of water (without chewing the gran- 
ules). If any granules remain in the glass, these 
are consumed with a little more water. Exactly 
two hours after the resin is taken, the urine should 
be voided and the entire amount saved in a jar 
marked “test urine.” After the last specimen has 
been voided, the patient may eat breakfast. The 
two specimens should be delivered to the physi* 
cian or to a clinical laboratory as soon as con- 
venient. The patient may cuntinue to pass blue or 
green urine for a few days. 

When indicated or desired, a subcutaneous or 
intramuscular dose of 50 mg. of betazole hydro- 
chloride for a person weighing 100 to 250 Ib. (45.4 
to 113.4 kg.) or 0.0275 mg. of histamine phosphate 
per kilogram of body weight may be substituted 
for the orally given caffeine and sodium benzoate 
as the stimulant to gastric secretion. 

Preparations: granules 2 Gm. (with comparator, color 
standards, and two 250-mg. tablets of caffeine and sodium 
benzoate ). 

E. R. Squibb & Sons, Division of Olin Mathieson Chemi- 
cal Corporation cooperated by furnishing scientific data to 
aid in the evaluation of azuresin. 
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The Chemical Laboratory has authorized publication of the following statement. 


Monographs of tests and assays for new and 
nonofficial drugs adopted by the Chemical Lab- 
oratory of the American Medical Association rep- 
resent an expression of opinion as to what might 
constitute adequate tests and assays to serve as a 
reference guide to those interested in the identity 
and quality of a new and nonofficial drug. 

Completed monographs are published in the 
journal Drug Standards for those interested in the 
details of the procedures. Monographs on the fol- 


Water Ph.D., Director. 


lowing drugs have appeared in the March-April, 
1959, issue of that journal, except for the mono- 
graph on chloroprocaine hydrochloride which ap- 
peared in the January-February, 1959, issue. The 
cooperation of the listed pharmaceutical firms that 
furnished samples and data is acknowledged. 


Chloroprocaine hydrochloride.............. (Maltbie Laboratories) 
Procyclidine hydrochloride (Burroughs Wellcome & Co. 
[U. S. A.] Inc.) 


Pyrrobutamine phosphate (Eli Lilly & Company) 
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CLINICAL IMPORTANCE OF POTASSIUM 


ENEWED interest has been stimulated in 

the element potassium. Evidence is accu- 

mulating that both hyperpotassemia and 

hypopotassemia are clinically significant 
disorders. Even the cardiotoxic property of potas- 
sium has a direct clinical application in the use of 
potassium citrate to induce complete, temporary 
arrest of the heart in surgery.’ 

Much that has long been known about potassium 
metabolism remained clinically inapplicable in the 
past because of the lack of good chemical methods 
to determine the concentration of potassium in body 
fluids and tissues. The first general facts about salt 
balance, about the harmful effects of deficiencies 
and excesses of potassium, and about its curious dis- 
tribution between intracellular and. extracellular 
fluids were obtained either by indirection or by dif- 
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ficult analytical methods. Since that time research 
in this field has been expedited by advances in 
chemistry. Advances in physics have likewise 
brought improved understanding of many other 
medical aspects of potassium, for example, its 
radioactivity, which was at one time considered as 
a possible cause of the spontaneous activity of the 
heart. It is not easy, today, to picture the difficulties, 
the confused concepts and inadequate apparatus, 
under which the early work on potassium was done. 
The advent of radioactive isotopes has made it pos- 
sible to follow the movements of potassium atoms 
through biological structures, with results so rich as 
to be almost overwhelming, and the advent of the 
flame photometer, with related electronic apparatus, 
afforded a convenient, accurate method that all but 
revolutionized the study of potassium deficits or 
surfeits in body fluids and tissues.” 

The kidneys, when healthy, are able to rid the 
body quite promptly of excesses of potassium that 
may enter by injection or ingestion. This fact is 
basic in clinical applications. When a heart is to be 
arrested for surgical purposes, potassium citrate is 
injected into the proximal aorta; it is kept there, and 
its action is confined to the coronary system, by the 
clamp on the aorta. When the heart is to be re- 
started after the operation, the first coronary sinus 
blood with its high potassium content is allowed to 
overflow from the heart, but the kidneys are relied 
on to dispose of whatever potassium gets into the 
general circulation.’ In this situation, with healthy 
kidneys, the potassium is handled easily, but in 
other situations, if the kidneys are diseased, even 
small amounts of potassium can be fatal.* The con- 
centration of potassium in normal plasma is given 
as 5 mEq. per liter (about 20 mg. per 100 cc.). 
Rising concentrations cause bradycardia, heart 
block, and finally (at about 20 mEq. per liter or 80 
mg. per 100 cc.) cardiac arrest. 

Conversely, however, it is also possible to deplete 
the body’s store of potassium, 98% of which is stated 
to be intracellular. There is reason to believe that 
potassium can be lost by way of diseased kidneys. 
Twelve renal or extrarenal conditions that may 
cause a potassium-losing nephritis have been listed 
by Mudge.* The extent and seriousness of the re- 
sulting derangements could be predicted from the 
immense literature on salt balance, membrane 
permeabilities, acid-base balance, erythrocyte ac- 
tivity, and axone physiology. The clinical manifes- 
tations of hypopotassemia were recognized by 
Aitken and colleagues in 1937.° Developments in 
adrenal physiology since then have led to recogni- 
tion of aldosterone as an important hormone and of 
aldosteronism as a possible cause of hypopotassemia. 
A case reported by Alsted and Halberg’ illustrates 
at once the difficulty and the importance of dis- 
tinguishing between primary aldosteronism and 
primary renal hypopotassemia. It is necessary, in 
any case, to keep in mind the fact that potassium 
can be lost from the body by way of the kidney. 
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Potassium can also be lost by way of the intestine. 
Striking cases of hypopotassemia from this cause 
have been described by Roy and Ellis.* A 70-year- 
old man was found to be losing potassium as a re- 
sult of a rectal adenoma. He had frequent voiding 
of copious watery feces. The rectal fluid had an ex- 
tremely high potassium content (28 mEq. per liter ). 
Recognition of the patient’s potassium deficit ex- 
plained his circulatory collapse and made it possible 
to prepare him adequately for surgery, so that he 
made an excellent recovery. The other case was that 
of a 56-year-old woman, who likewise had lost potas- 
sium by a watery discharge by rectum as a resu!t 
of a tumor of the large intestine. Both a high potas- 

. sium content of the discharge and a low concentra- 
tion of potassium in her serum were established by 
chemical analysis. Recognition of the hypopotas- 
semia again made it possible to treat her circulatory 
collapse successfully and to carry her safely through 
the necessary surgery. 

The need of more refined diagnosis in cases of 
dehydration, acidosis, and salt imbalance is clear'y 
revealed by such cases. Disturbances of potassium 
metabolism, as pointed out by Thorn and his col- 
leagues in the instance of primary aldosteronism,” 
can be life-threatening. In some situations potassium 
medication will ameliorate symptoms; in others, it 
will aggravate them. Clearly such phrases as “saline 
solution,” “isotonic salt solution,” “physiological 
saline,” and “Ringer's solution” impede progress by 
their inexactness and can cause real trouble in the 
clinic. The terms are not even qualitatively satisfac- 
tory. They do not indicate which saline compounds 
are to be used, whether they are to be isotonic with 
plasma or tears, or which of the various Ringer 
formulas is intended. Certainly the amount of potas- 
sium needs to be specified. Perhaps there is also a 
general need for short, precise ways of designating 
solutions to be given intravenously in adjusting a 
patient's water and electrolyte balance. In the mean- 
time analytical chemists and electronic engineers 
might well continue their search for more accurate, 
quick, and less expensive methods of diagnosing 
the patient’s requirements of sodium and potassium. 


BIOCHEMISTRY AN AID TO PHYSICIANS 


The rapid evolution of new diagnostic and thera- 
peutic techniques is an obvious result of the ever- 
increasing rate of scientific research. Less obvious 
is the fact that some fundamentals of medical sci- 
ence are being transformed by the accumulation of 
biochemical knowledge, thus making understand- 
able some previously incomprehensible biological 
phenomena. As long as 28 years ago, in an editorial, 
THE JouRNAL stated: 

“Physiologic chemistry—or biochemistry, as it has 
been commonly designated more recently—has long 
since come of age. The subject has become an im- 
portant and integral part of the study of medicine 
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and the practice of the art. The special technic of 
biochemistry has been introduced into clinical 
diagnosis to such an extent that it competes in 
prominence with physical procedures and with 
bacteriologic and immunologic methods of exam- 
ination and research.” 

In more recent years biochemistry has devel- 
oped an importance which predicts that medical 
science in the future will be taught and applied 
still more widely in terms of biochemical events. 

Medical science is entering a phase now in which 
many aspects of medicine, such as inborn errors 
of metabolism, intermediary metabolism, energy 
transfer, infection by bacteria and viruses, mental 
processes, gene and chromosome composition, and 
many others are being studied and interpreted at 
the molecular level. Some of the most intense study 
in biochemistry has been on the structure and 
function of enzymes and the interrelationships of 
the enzyme systems in the body processes. Knowl- 
edge in this field has increased to a stage where 
many of the balanced mechanisms of enzymatic 
body reactions are understood in stepwise detail. 

These changes pose an important problem to 
practicing physicians. However difficult it may be 
to keep abreast of this new knowledge, it seems 
apparent that the practice of scientific medicine in 
the future will depend in large part on the realiza- 
tion of its impact. Despite the complexity of these 
newer relationships, their importance makes it de- 
sirable, at least, for physicians to attempt to gain 
insight into the current trends in medicine that are 
influenced by biochemistry. 

THE JouRNAL believes that it can be of further 
help to physicians in calling attention to biochem- 
ical advances that are closely related to the prac- 
tice of medicine. To this end there will be pub- 
lished at short intervals a series of editorials on 
this subject. The first one will appear in THe Jour- 
NAL, August 8. 


THE SECOND WORLD CONFERENCE 
ON MEDICAL EDUCATION 
UNDER THE AUSPICES OF 
THE WORLD MEDICAL ASSOCIATION 
THEME: MEDICINE—A LIFELONG STUDY 


Collaborating Organizations: THe Wortp HeattH Orcani- 

ZATION, COUNCIL FOR INTERNATIONAL ORGANIZATIONS OF 

MeEpicaAL SCIENCES, AND INTERNATIONAL ASSOCIATION OF 
UNIVERSITIES 


WILL BE HELD AT 


The Palmer House, Chicago, from 
August 30 to September 4, 1959 


Registration on Sunday, August 30, 1959 


For details write: The World Medical Association, 10 Colum- 
bus Circle, New York 19. 
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A MONTHLY MESSAGE 


In this, my first President’s Page since taking 
office at the annual meeting last month in Atlantic 
City, I want to thank the entire profession for the 
many honors and courtesies shown me during my 
year as president-elect. I also want to pledge my 
utmost energy and dedication to the duties of the 
year ahead. My goal is to be a vigorous, articulate 
spokesman for the American Medical Association 
in these difficult, changing times. 

One of our major problems today is the relation- 
ship between medicine and the various types of 
third parties involved in the organization, provision, 
and financing of medical services. Until last month 
we had no definitive policy on this complex subject. 
Now, as a result of the A. M. A. House of Dele- 
gates’ action on the report of the Commission on 
Medical Care Plans, we do have a policy. 

Contrary to some reports and interpretations, the 
House action in Atlantic City did not constitute a 
change in A. M. A. policy. Instead, it should be 
viewed as the first establishment of a broad policy 
which naturally will be subject to constant study, 
clarification, and revision in the years ahead. 

In considering Part I of the Commission report, 
the House received all findings and conclusions as 
“information only.” This means that statements in 
those parts of the report cannot be cited out of 
context as official A. M. A. policy. However, the 
House took definite action on the Commission’s 39 
recommendations, accepting 36 without change and 
rewording three others which involved miscellane- 
ous and unclassified plans. 

Probably the most significant action came on 
Recommendation B-16, which was changed to read: 

“The American Medical Association believes that 
free choice of physician is the right of every indi- 
vidual and one which he should be free to exercise 
as he chooses. Each individual should be accorded 
the privilege to select and change his physician at 
will or to select his preferred system of medical 
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care, and the American Medical Association vigor- 
ously supports the right of the individual to choose 
between these alternatives.” 

That, as I interpret it, reaffirms our fundamental 
faith in the principle of freedom of choice, but it 
also recognizes the patient's right to select the type 
of medical care plan he wants—including a closed 
panel plan. 

The House also emphasized the “far-reaching 
significance” of Recommendation A-7, which says: 

“‘Free choice of physician’ is an important factor 
in the provision of good medical care. In order that 
the principle of ‘free choice of physician’ be main- 
tained and be fully implemented, the medical pro- 
fession should discharge more vigorously its self- 
imposed responsibility for assuring the competency 
of physicians’ services and their provision at a cost 
which people can afford.” 

In other words, if we are to give full meaning 
and value to the principle of freedom of choice, we 
must establish effective mechanisms to discipline 
that small minority of physicians whose actions 
bring discredit to the entire profession. 

From the long-range point of view, some of the 
most important Commission recommendations are 
those urging increased activity by state and county 
medical societies and the A. M. A. in such areas as 
continuing study, better liaison, closer attention to 
legal and legislative factors, and development of 
guides for the relationships between medicine and 
the various types of third parties. 

To implement A. M. A. activities, the House also 
approved a seven-point program for immediate 
attention by the Division of Socioeconomic Ac- 
tivities. 

I urge every physician to study the Commission 
report and to support efforts to carry out the rec- 
ommendations as adopted. 

Louis M. Orr, M.D. 
Orlando, Fla. 
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ORGANIZATION SECTION 


LETTER REGARDING PUBLIC 
ASSISTANCE AND DISABILITY CLAIMS 


Hon. Burr P. Harrison, Chairman 
Subcommittee on Administration 
of the Social Security Laws 
Committee on Ways and Means 
House of Representatives 
Washington, D. C. 


Dear Congressman Harrison: 

This is in further reference to your letter of April 
6, 1959, concerning the activities of the Subcom- 
mittee on Administration of the Social Security 
Laws, of which you are Chairman. 

As I advised you on April 15th, the American 
Medical Association is very much interested in 
the assignment of your Subcommittee and is ap- 
preciative of the opportunity of supplying you with 
certain information. 

The Association has for many years been inter- 
ested in the Social Security Act and has worked 
closely with those charged with the administration 
of the programs established under the various sec- 
tions of the statute. We have also, on numerous 
occasions, testified before committees of the House 
of Representatives and the Senate concerning pro- 
posed amendments to the Act. 

Inasmuch as your Subcommittee’s current  pri- 
mary interest is in the administrative complexities 
of the present law, I shall not dwell at any length 
on the views of the Association with respect to the 
numerous bills introduced in the 86th Congress 
which propose amendments of a medical nature to 
the Social Security Act. I would, however, respect- 
fully invite your attention to the testimony pre- 
sented by the Association to the House Ways and 
Means Committee on H.R. 9467 during the 85th 
Congress. A number of similar and identical bills 
have been introduced this year and are now pend- 
ing before the House Ways and Means Committee. 

The other item on this same subject to which | 
would invite your attention is the letter dated 
March 5, 1959, from Dr. Leonard Larson, the 
Chairman of the Board of Trustees of the Ameri- 
can Medical Association, to the House Ways and 
Means Committee. I am enclosing copies of these 
two statements for your ready reference. 


Although, as stated earlier, we have had a con- 
tinuing interest in numerous provisions of the So- 
cial Security Act, our comments at this time are 
confined to the Public Assistance and the Old Age, 
Survivors and Disability Insurance programs. 

As presently organized, the four Public Assist- 
ance programs are separate entities, independently 
financed. In the medical care programs for Public 
Assistance recipients, the states are more and more 
turning to “vendor payment” methods for at least 
a part of the medical, hospital and auxiliary serv- 
ices provided. As a result, Public Assistance re- 
cipients, under different programs in the same state, 
are frequently eligible for radically different levels 
of medical care. 

The House of Delegates of the American Medi- 
al Association in December, 1958, recommended 
that the Social Security Act be amended “to per- 
mit states to combine the present four Public As- 
sistance medical programs into a single medical 
program, administered by a single agency and mak- 
ing available uniformity of services to all eligible 
Public Assistance recipients in the state.” The As- 
sociation has made this recommendation because 
it believes that such a step would help to eliminate 
confusion, waste and duplication resulting from the 
present multiplicity of programs. The Association 
also believes that a uniform program would tend 
to promote higher quality medical care. 

We would suggest, therefore, that your Sub- 
committee consider the advisability of studying the 
variation in the amount of expenditure for medical 
services under the several programs in the states, 
with a view to determining the relative effective- 
ness of combining these, at the state’s preroga- 
tive, into a single Public Assistance medical 
program. 

The Association, through its Committee on In- 
digent Care, has noted an insufficiency of statis- 
tics concerning the medical care provided under 
the Public Assistance program. Some states provide 
very general data on medical expenditures, some 
provide data as to the amount expended for each 
type of medical service; few, apparently, can pro- 
vide details such as the cost per patient for each 
type of service, the specific illnesses or disabilities 
treated, the operations performed, or information 
as to which personnel or facilities provided the ma- 
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jority of these services. The value of good medical 
statistics which could be potentially available under 
the Public Assistance programs suggests that the 
Subcommittee might well study the possibility of 
encouraging more complete and uniform reporting 
by state agencies. 

It is also noted that, at the Federal level, the 
medical staff of the Bureau of Public Assistance is 
extremely limited. In view of the growing impor- 
tance of medical care under this program, as well 
as the confusion caused by recent legislative 
changes at the state level, the Subcommittee might 
also consider the question of whether the present 
staff is sufficient to provide adequate counselling 
to the states on changes in their individual pro- 
grams. Consideration should also be given to the 
question of whether sufficient liaison has been 
maintained with the various professional organiza- 
tions actually providing medical care. Since there 
are no physicians on the recently appointed Social 
Security Advisory Committee, it might be sug- 
gested that a special medical advisory committee 
be established. 

Section 1002 (a) (10) of the Public Assistance 
provision of the law states, in part, that “in deter- 
mining whether an individual is blind, there shall 
be an examination by a physician skilled in the dis- 
eases of the eye, or by an optometrist, whichever 
the individual may select.” It is our suggestion 
that this section be amended by striking the words 
“or by an optometrist, whichever.” We believe that 
to grant optometrists the right to make examina- 
tions for determining blindness can, in individual 
cases, result in a failure to ascertain the cause of 
blindness and thus prevent the administration of 
necessary medical rehabilitative care. The applica- 
tion of medical skills by a doctor of medicine will 
help insure the detection and successful treatment 
of the organism and systemic causes of blindness. 
Unfortunately for the patient, such diagnosis and 
treatment cannot be provided by optometrists. 

The particular areas of concern to medicine in 
connection with the administration of this pro- 
gram, under Title II of the Act, are related to the 
evaluation of “disability” for OASDI claims and 
requests for information long after the doctor's 
examination. 

In the first instance, the applicant for disability 
coverage is expected to pay the examining phy- 
sician for the initial examination. Since many of 
these applicants are unable to pay, the physician 
frequently provides this service without charge. 
However, if the first examination is insufficient for 
the purposes of OASDI, the program may then pay 
a physician for consultation, or reexamination of 
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the applicant. The Subcommittee might well study 
the confusion inherent in such a system, particu- 
larly since the reexamination is sometimes by the 
same physician who made the original examination. 

In the second instance, cases are reported where 
the OASDI has requested medical data up to fif- 
teen years after the physician encountered the 
case. Obviously, it is not reasonable to expect the 
physician’s personal recollection or records to re- 
main completely adequate over such a long period 
of time. The Subcommittee might wish to study 
the effects of such long-delayed requests for data 
on the over-all efficacy of the program. 

If the American Medical Association can be of 
additional assistance in connection with the efforts 
of your Subcommittee, I hope that you will either 
call on me or on the staff of the Washington Office 
of the Association. 

Sincerely yours, 
F. J. L. BLastncaME, M.D. 
Executive Vice-president. 


CONSULTANTS TO A. M. A. 
INSURANCE COMMITTEE 


Ten persons, five of whom are physicians, have 
agreed to serve as consultants to the Committee on 
Insurance and Prepayment Plans of the Council on 
Medical Service. They are: 


Richard J. Ackart, M.D., executive director, Virginia Med- 
ical Service Association, Virginia Hospital Service Asso- 
ciation, Richmond, Va. 

James P. Donelan, M.D., vice-president and medical direc- 
tor, Guarantee Mutual Life Insurance Co., Omaha 

Mr. J. F. Follmann Jr., director of information and re- 
search, Health Insurance Association of America, New 
York City 

Charles G. Hayden, M.D., executive director, Massachu- 
setts Medical Service, Boston 

H. Close Hesseltine, M.D., University of Chicago, Chicago 

Mr. William Martin, Martin, Clearwater and Bell, New 
York City 

Mr. John H. Miller, vice-president and senior actuary, 
Monarch Life Insurance Company, Springfield, Mass. 

Mr. E. R. Paolini, vice-president—general manager, Cali- 
fornia Physicians’ Service, San Francisco 

Mr. James E. Stuart, executive vice-president, Blue Cross 
Association, New York City 

Ennion S. Williams, M.D., vice-president and medical di- 
rector, Life Insurance Company of Virginia, Richmond, 
Va. 

With this added talent available on a consultant 
basis, the Committee and Council not only will be 
able to augment previous activities relating to 
health insurance and prepayment plans but also 
will be in a position to deal more effectively with 
other facets of insurance which involve the medical 
profession. 
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COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


REVISION OF ESSENTIALS OF APPROVED 
RESIDENCIES IN OTOLARYNGOLOGY 


The following revision of the Essentials of Approved Residencies as they apply to Otolaryn- 
gology was approved by the House of Delegates at the Annual Session of the American Medi- 
cal Association in June, 1959. These new Essentials replace Section 11—Otolaryngology, on 
pages 28-29 of the Essentials of Approved Residencies, as revised to Dec. 5, 1958. The read- 
er’s attention is directed particularly to the second paragraph under “Duration of Training.” 


II. Otolaryngology 


Duration of Training.—Prior to July 1, 1960, resi- 
dencies in otolaryngology which are designed to 
meet the requirements of the Council on Medical 
Education and Hospitals of the American Medical 
Association, the American College of Surgeons, and 
the American Board of Otolaryngology should in- 
clude, after one year of internship, three years of 
progressive training in the specialty. One of these 
vears may be spent in an approved residency in 
general surgery or medicine, or an additional year 
of rotating internship. 

After July 1, 1960, residencies shall be of four 
years’ duration, of which three must be progressive 
training in the specialty. The four years must in- 
clude one year in an approved residency in general 
surgery, preferably before the special training. It is 
emphasized that the above are minimal require- 
ments for certification and as a foundation for 
further development in the broad field of otolaryn- 
gology. 

Scope of Training.—Residencies in otolaryngology 
should offer a broad training and should preferably 
include some experience in closely related fields of 
surgery. Adequate clinical and operative experience 
should be provided. Essential equipment for diag- 
nosis and treatment should be available, including 
all special apparatus. The clinical material should be 
sufficient in variety and amount to provide adequate 
training in the various divisions of the specialty. 

Adequate experience in bronchoesophagology, 
allergy, anesthesiology, maxillofacial surgery, and 
surgery of the neck, as they relate to otolaryngology, 
must be provided. The training shall include a 
systematic course of instruction with demonstrations 
on clinical and technical subjects pertinent to the 
various phases of otolaryngology. 

As stated in the general requirements (Section 7, 
Part 1), it is not essential, or even desirable, that all 
hospital residencies should adopt exactly the same 
program, or that they should offer a rigidly uniform 
sequence of experience. It is essential, however, that 
all hospitals participating in graduate training 
should be able to meet the fundamental require- 


Wa ter S. Wiccrns, M.D., Secretary. 


ments for an approved program and, either alone 
or in collaboration, should attain comparable re- 
sults in the quality of training and in the experience 
obtained. 

A program need not necessarily be confined to a 
single hospital. In programs involving two or more 
hospitals, it is essential that the training programs 
be organized by the parent hospital, with progres- 
sive responsibility for the residents. Collaborative 
programs can be developed where two hospitals of 
graduate training caliber have complementary 
clinical resources which can be combined to ad- 
vantage in developing an acceptable program. 

Application of Basic Medical Sciences.—There 
should be training in the applied anatomy of the 
ear, nose, throat, neck, chest, and esophagus, in- 
cluding the related nervous system. Applied micro- 
biology, biochemistry, embryology, pathology, 
pharmacology, and physiology should be included 
and should be closely correlated with the clinical 
experience. Frequent departmental conferences for 
a detailed discussion of problem cases are impor- 
tant, as are also the clinicopathological conferences. 
The residents should study and discuss with the 
pathologist all tissues removed at operation, and all 
autopsy material from patients on their services. It 
is desirable to have the residents assigned for a 
period of service in the department of pathology. 

Surgical anatomy should be stressed by the at- 
tending surgeons in discussing surgical cases with 
the residents, and also by the pathologist, as far as 
is possible, in the performing of autopsies. In addi- 
tion, opportunity for the residents to work out 
special anatomic problems by performing regional 
dissections should, if possible, be provided. 

Research offers an important opportunity for the 
application of the basic sciences in clinical prob- 
lems. Reasonable facilities for research by the resi- 
dents should be provided, together with stimulating 
guidance and supervision. 

Surgical Staff.—The surgical staff should be com- 
posed of surgeons who are highly qualified in both 
surgical skill and judgment. It should be properly 
organized and harmonious, with the designated 
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head or chief of service responsible for the quality 
of work done in the department. The position of 
chief of service should not be rotated as an honorary 
appointment, but should be held by the surgeon 
best fitted for this responsibility. The members of 
the staff should have a real interest in teaching and 
in the welfare of the residents, and must be willing 
to give the time and effort required by the educa- 
tional program. 

Clinical Material.—The hospital must be able to 
provide an adequate number and variety of surgical 
patients. Arbitrary figures cannot reveal these con- 
siderations accurately. Under ordinary circum- 
stances, however, a general hospital, to support a 
residency in otolaryngology, should have annual 
admissions to that service numbering approximately 
300 to 500 patients. The hospital must be able to 
provide an adequate number and variety of service 
cases. This is essential to give the progressive oper- 
ative experience necessary for the resident. The 
residency program should be organized so that the 
residents will hold positions of increasing respon- 
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sibility for the care and management of patients. 
The residents shall have sufficient operative experi- 
ence to acquire surgical skill and judgment through 
the performance of surgical operations with a high 
degree of responsibility, but under circumstances 
providing adequate opportunity for consultation 
and advice. 

An approved residency in otolaryngology should 
include a well-organized and well-supervised, ac- 
tive outpatient service. 

A hospital which limits its clientele to special 
types of cases may, if otherwise qualified, be ap- 
proved as a collaborating hospital if its residency 
is an integral part of an approved comprehensive 
program. 

The provisions of the general requirements (Sec- 
tions 1 to 9) must also be met for approval. 

Residents who plan to seek certification by an 
American Board should communicate with the 
secretary of the appropriate board, as listed in 
Section V, to be certain regarding the full require- 
ments for certification. 


GOVERNMENT SERVICES 


AIR FORCE 


First Aid Training Kit.—The Gunter Air Force Base, 
Ala., branch of the School of Aviation Medicine 
has developed an inexpensive and simple training 
kit which will enable military or civilian nonmed- 
ical personnel to teach anyone the fundamentals of 
emergency medical care in one-third the time pre- 
viously required. In announcing the development 
of the teaching kit, the Air Force surgeon general 
said that the kit had simplified the teaching of basic 
emergency medical care to the point where prac- 
tically anyone who can read may now teach others 
emergency medical care in the field. The teaching 
kit covers the basic emergency field treatment of 
radiation exposure, shock, cuts, wounds, burns, and 
movement of injured persons. It weighs only 75 lb. 
and probably could be mass produced at an esti- 
mated cost of less than $100 each. 


Personal.—Major Gen. Olin F. Mcllnay, deputy 
surgeon general of the United States Air Force, 
will retire on July 31 after more than 30 years 
active military service and Brig. Gen. John K. 
Cullen, U.S. A. F., M. C., will become Deputy Sur- 
geon General of the United States Air Force.—— 
Col. Raymond T. Jenkins, U. S. A. F., M. C., will 
become director of plans and hospitalization in the 
office of the surgeon general on Aug. 1 and Col. 
Herbert H. Kerr, U. S. A. F., M. C., will become 
deputy director of plans and hospitalization. Col. 


George H. Kojac, U. S. A. F., M. C., will replace 
him as chief of the plans and operations division. 
——Col. Charles H. Morhouse, Fifth Air Force sur- 
geon, was appointed to the rank of brigadier 
general. 


ARMY 


Personal.—A commendation ribbon with metal pen- 
dant was awarded to Col. Arthur J. Carbonell for 
service as commanding officer and surgeon of the 
Patterson Army Hospital at Fort Monmouth. Hav- 
ing completed his tour of duty at that station, 
Colonel Carbonell has been assigned as surgeon 
of the VII Corps in Germany. 


NAVY 


Personal.—In June Rear Adm. Edward C. Kenney, 
M. C., U. S. N., was made deputy and assistant 
chief of the bureau of medicine and surgery. He 
succeeded Rear Adm. Bruce E. Bradley, M. C., 
U. S. N., who became commanding officer of the 
National Naval Medical Center, Bethesda, Md.—— 
Capt. Gerald J. Duffner, M. C., U. S. N., reported 
to the bureau of medicine and surgery for duty as 
director, submarine medicine division. 


VETERANS ADMINISTRATION 


Personal.—Dr. Granville A. Bennett, dean of the 
University of Illinois College of Medicine, was 
appointed to the Veterans Administration advisory 
committee on education as a replacement for Dr. 
John B. Youmans, former dean of Vanderbilt Uni- 
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versity Medical School, who resigned his commit- 
tee membership on accepting appointment as tech- 
nical director of research at the Army Medical 
Research and Development Command in Washing- 
ton, D. C. This five-man committee of medical 
educators meets at least once yearly in Washington, 
D. C., to advise the VA chief medical director on 
matters pertaining to conduct of the VA medical 
education program and on medical school deans 
Veterans Ad- 
ministration chief medical director's commendation, 
highest award given by the VA department of 
medicine and surgery, was presented to Dr. Edwin 
W. Straus of the agency's Lexington, Ky., hospital. 
Dr. Straus was cited for his outstanding contribu- 
tions to the VA patient care and medical research 
programs and for his studies of chemotherapy in 
psychiatry. 


PUBLIC HEALTH SERVICE 


Personal.—The National Cancer Institute’s Board of 
Scientific Counselors, established in November, 
1957, consists of six outstanding nonfederal scien- 
tists who periodically make recommendations con- 
cerning the research conducted by the National 
Cancer Institute. On July 1, Dr. Phillip P. Cohen of 
the University of Wisconsin became chairman of 
the board, succeeding Dr. Wendell Stanley of the 
University of California, who remains on the board 
as a member. Dr. Jacob Furth, Children’s Cancer 
Research Foundation, Boston; Dr. Hugh Roland 
Butt, Mayo Foundation, Rochester, Minn.; and Dr. 
J. Englebert Dunphy, University of Oregon Medi- 
cal School, Portland, also became members of the 


board in July. 


Health Statistics.—Not counting military personnel 
or civilians in mental or other long-term institu- 
tions, the American people had, all told, about 24 
million impairments in the period July, 1957, 
through June, 1958. These impairments included 
such chronic or permanent defects as paralysis, de- 
formity, and total or partial loss of hearing and 
vision. The rate of impairment was 141.4 per 
1,000 persons in the civilian, noninstitutional popula- 
tion. The report does not show the total number of 
persons with impairments, since many people, par- 
ticularly older people, have more than one im- 
pairment. Blindness, defined as the inability to read 
ordinary newsprint even with the help of glasses, 
was reported for an estimated 960,000 people, a rate 
of 5.7 per 1,000 persons. In addition, 2,064,000 peo- 
ple were reported to have visual impairments less 
severe than blindness, the rate being 12.3 per 1,000. 
About 109,000 persons were reported as totally 
deaf, a rate of 0.6 per 1,000 persons; and other hear- 
ing impairments affected 5,714,000 persons, a rate of 
33.9 per 1,000. Of all impairments, 33% were caused 
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by injury. The impairments with the highest per- 
centage rate due to injury were loss or defects of 
extremities. The types least often due to injury were 
speech defects and blindness. Impairments in- 
creased with advancing age from 52.9 per 1,000 
persons at ages under 25, to 615.0 per 1,000 at ages 
75 and over. Of all impairments reported, 82.2% of 
the patients had been attended by a physician ut 
some time. The new report is entitled “Impairments, 
by Type, Sex, and Age, United States, July 1957— 
June 1958,” Public Health Service publication 
no. 584-B9. Copies are for sale by the Superintend- 
ent of Documents, Government Printing Office, 
Washington 25, D. C., at 25 cents a copy. 


FOOD AND DRUG ADMINISTRATION 


Chewing Gum Won't Slim You.—The Food and 
Drug Administration seized 90,000 chewing gum 
tablets offered as a “no-diet” reducing treatment at 
$1 for a 20-tablet bottle. The product was alleged 
to be misbranded in that false representations 
were contained in the labeling and in sales promo- 
tion materials. These included a display carton and 
card, box label and insert, and a newspaper mat 
and tear sheet entitled “Eat What You Want—Yet 
Lose Up to 3-5-9 Pounds A Week,” and a tear sheet 
entitled “Eat What You Want—Yet Lose Pounds 
and Inches Fast.” 


Seaweed Debunked.—Since eating seaweed will 
not assure good health, the Food and Drug Ad- 
ministration seized 65,000 5-grain tablets of “Pure 
Pacific Sea Kelp” promoted with cure-all claims at 
$4.50 per bottle of 1,000 tablets. The Kingsport, 
Tenn., dealer bought the tablets in bulk, repack- 
aged and relabeled them in his name, and prepared 
promotional leaflets entitled “Are You Starv- 
ing?” and “Food and Your Body.” The FDA al- 
leged that it was misbranding in that the tablets 
were falsely claimed to furnish adequate amounts 
and proportions of all the minerals, trace elements, 
and basic materials necessary to life, and for 
proper nourishment and good health. Seaweed is a 
source of iodine, already supplied adequately in 
the diet in iodized salt, and a single 5-grain kelp 
tablet unnecessarily supplies 58 times the minimum 
daily requirement for iodine. There is no general 
need for supplementing the dict with manganese, 
copper, alginic acid, chlorophyll, mannitol, or zinc— 
all offered as essential nutrients on the product 
label. The dealer claimed the tablets would pro- 
duce will power, vigor, and stamina; coagulate 
blood in wounds; prevent tuberculosis, rickets, and 
excessive weight; distribute hormones in the body; 
stimulate memory; harden bones and teeth; build 
brain and nerves; maintain normal heartbeat; and 
prevent hardening of the arteries and cataracts. 
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MEDICAL NEWS 


ARKANSAS 

Dr. Rhine Honored.—Hundreds of friends honored 
Dr. Thomas E. Rhine recently at the anniversary 
celebration of the 60th year of his practice in 
Thornton. Dr. Rhine, 83, who spent the first year of 
his practice at Locust Bayou before coming to 
Thornton, has reportedly delivered 10 children and 
57 grandchildren of a woman whom he had also 
delivered. 


CALIFORNIA 

Grants for Cardiovascular Studies.-The Los An- 
geles County Heart Association announced the 
award of $199,783.75 to investigators working at 
local medical research centers for the study of 
cardiovascular diseases, effective July 1. Dr. Mitchel 
D. Covel, Research Committee chairman, said the 
awards are for work to be performed during the 
next 12 months. Included in the grants are funds 
for support of the association’s Cardiovascular Re- 
search Laboratory at UCLA, two established in- 
vestigators, four research fellows, and 16 grants-in- 
aid. An additional $15,000 in awards will be made 
by the Long Beach Heart Association to investiga- 
tors working at hospitals there. 


COLORADO 

New Faculty Members.—The appointment of three 
new full-time members of the faculty was an- 
nounced by Dr. Robert J. Glaser, dean of the Univer- 
sity of Colorado School of Medicine, Denver. The 
three are all graduates of Harvard Medical School, 
Boston. Named professor and head of the depart- 
ment of radiology is Dr. David M. Gould, who 
currently occupies a similar position at the Univer- 
sity of Arkansas Medical Center, Little Rock. He 
succeeds the late Dr. Raymond R. Lanier, who was 
fatally injured in an automobile accident while 
hunting in northeastern Colorado last fall. Ap- 
pointed professor and head of the department of 
pathology is Dr. Morgan Berthrong, pathologist at 
the Glockner—Penrose Hospital in Colorado Springs 
since 1954. He succeeds Dr. James B. McNaught, 
who voluntarily stepped down as department head, 
a position he has occupied since August, 1945. Dr. 
McNaught, who has headed the American Board 
of Pathology, will remain on the faculty, as a pro- 
fessor of pathology. Dr. Conrad M. Riley, associate 
professor of pediatrics, Columbia University College 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health, Programs should be received 
at least three weeks before the date of meeting. 


of Physicians and Surgeons, New York City, will 
serve as full-time chief of Pediatric Service at Den- 
ver General Hospital, with the rank of professor of 
pediatrics at the C. U. School of Medicine. 


ILLINOIS 

Chicago 

Sports Medicine Congress at Pan American Games. 
—A Sports Medicine Congress will be held in con- 
junction with the third Pan American Games, 
scheduled for Chicago Aug. 27-Sept. 7. The congress 
will meet on the Chicago campus of Northwestern 
University Sept. 1-2, and will feature experts in 
athletic training, care of injuries, diet, cardiovascu- 
lar effects of sports activity, and other facets of the 
sports medicine field. Dr. Theodore R. Van Dellen 
is general chairman of the congress. Dr. Paul Dud- 
ley White, Boston, will be the featured speaker at 
the first plenary session Sept. 1. On Sept. 2, Dr. 
Allan J. Ryan, Meridian, Conn., will be the speaker. 
All sessions of the congress will be open to persons 
interested in the field of sports medicine. Informa- 
tion can be obtained from Dr. Van Dellen at Pan 
American Games, Inc., 310 S. Michigan Ave., 
Chicago 4. 


Society News.—At the annual meeting of the Chi- 
cago Neurological Society held May 12, the follow- 
ing officers were elected: president, Dr. Meyer 
Brown; vice-president, Dr. Vladimir G. Urse; sec- 
retary, Dr. Ernst Haase; and councilor, Dr. John J. 
Madden.——At the annual meeting of the Metro- 
politan Dermatological Society of Chicago May 13 
the following officers were elected: Dr. Theodore 
K. Lawless, president; Dr. John A. Guerrieri, vice- 
president; and Dr. Tibor Benedek, secretary-treas- 
urer. 


Hospital’ News.—Dr. Emil D. W. Hauser, associate 
professor of orthopedic surgery, Northwestern 
University Medical School, was installed as presi- 
dent of the medical staff of Passavant Memorial 
Hospital at the staff's annual meeting. He succeeds 
Dr. Clifford J. Barborka. Dr. Hauser has been asso- 
ciated with Passavant since he joined the North- 
western faculty in 1930.-—The Grant Hospital of 
Chicago announced the inauguration of a full pro- 
gram of progressive patient care, with the organiza- 
tion of hospital facilities, services, and staff centered 
around the medical and nursing needs of the pa- 
tients. An intensive care unit is designed for criti- 
cally ill and post-operative patients, the intermediate 
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care unit for patients needing standard care, and 
the self-care unit for ambulatory patients.——Dr. 
George J. Rukstinat was elected president of the 
medical staff of Holy Cross Hospital at its recent 
annual business meeting. Dr. Rukstinat succeeds Dr. 
Edward J. Krol, who served as president for the 
past two years. 


MASSACHUSETTS 

Civil War Mortar Explodes.—The Springfield Re- 
publican for June 7, reported that Marine Sergeant 
Ernest Castro, of Russell, lost both arms when a 
Civil War mortar exploded at Eastover. The 
sergeant and a resort owner had fired the old 
weapon earlier as part of an entertainment program. 
The mortar misfired during a second attempt. 


Dr. Schall Retires.—Dr. LeRoy A. Schall will re- 
tire from Harvard University Aug. 31, to become 
Walter A. LeCompte Professor of Otology and 
Professor of Laryngology, Emeritus. Simultaneously, 
Dr. Schall will retire as chief of otology and laryn- 
gology at the Massachusetts Eye and Ear Infirmary 
and the Massachusetts General Hospital. Dr. Schall 
has served the hospitals for 36 years and the Harvard 
Medical School for 20 years. 


Personal.—Dr. C. Sidney Burwell, on Aug. 31, will 
become Levine Professor of Medicine, Emeritus, at 
Harvard, bringing to a close 40 active years of aca- 
demic life. Simultaneously, he will retire as physi- 
cian to the Peter Bent Brigham Hospital and as 
visiting physician at the Boston Lying-in-Hospital. 
Following his official retirement, Dr. Burwell plans 
to occupy an office in the Administration Building 
of the Medical School, where he will engage in 
writing the history of the Harvard Medical School. 
——Dr. James M. Faulkner, of Brookline, medical 
director, Massachusetts Institute of Technology, 
was elected chairman of the Joint Administrative 
Board of the newly formed Boston University—-Mas- 
sachusetts Memorial Hospitals Medical Center. 


Dr. Fitzpatrick Named Wigglesworth Professor.— 
Dr. Thomas B. Fitzpatrick, Portland, Oregon, was 
appointed Edward Wigglesworth Professor of 
Dermatology and head of the department at 
Harvard Medical School, Boston. He will serve 
simultaneously as chief of the dermatological serv- 
ice at the Massachusetts General Hospital. Dr. 
Fitzpatrick has been on leave-of-absence at Oxford 
University, England, from his post as Head of the 
Division of Dermatology at the University of 
Oregon. 


MICHIGAN 

Society News.—The following officers were elected 
to serve the Western Michigan Pediatric Society 
during the fiscal year 1959-1960: president, Dr. 
Clarence L. Hoogerland, Alma; president-elect, 
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Dr. Sprigg Jacob, Lansing; secretary-treasurer, Dr. 
Jerome E. Webber, Grand Rapids; and assistant 
secretary-treasurer, Dr. Marshall J. Feeley, Benton 
Harbor.——Dr. John W. Rebuck, is the president- 
elect of the Michigan Pathological Society. Dr. Al- 
bert F. De Groat, director of the pathology depart- 
ment at Herman Kiefer Hospital, is president of the 
society for 1959. Dr. Viola G. Brekke, pathologist 
for Highland Park General Hospital, remains in her 
capacity of secretary-treasurer. 


NEW YORK 

Dr. Gillies Named Division Chairman.—Dr. Ala- 
stair J. Gillies, of New Haven, Conn., became pro- 
fessor of anesthesiology and chairman of the 
Division of Anesthesiology, University of Rochester 
Medical Center, in July succeeding Dr. David V. 
Thomas. Dr. Gillies also will be anesthetist-in-chief. 
Since 1955, Dr. Gillies has been at the Yale Univer- 
sity School of Medicine as assistant professor of 
anesthesiology and associate director of the depart- 
ment of anesthesia in the Grance-New Haven 
Community Hospital in New Haven. 


Society News.—At the May 16 meeting of the North- 
eastern New York Radiological Society the following 
officers were elected for 1959-1960: president, Dr. 
Sidney I. Etkin, Albany; vice-president, Dr. Everett 
A. Jacobs, Hudson; and secretary-treasurer, Dr. 
Irving VanWoert Jr., Albany.——The New York 
Roentgen Society has appointed the following offi- 
cers for the coming year: president, Dr. Harold G. 
Jacobson; vice-president, Dr. Frank J. Borrelli; 
secretary, Dr. William B. Seaman; treasurer, Dr. 
Albert A. Dunn; and member of executive commit- 
tee, Dr. John A. Evans. All are from New York City. 


New York City 

Dr. Breinin Appointed Department Chairman.— 
Dr. Goodwin M. Breinin was appointed professor 
and chairman of the department of ophthalmology, 
New York University-Bellevue Medical Center. He 
was also appointed director of the eye services of 
University and Bellevue hospitals and consultant to 
the New York Veterans Administration Hospital. 
He succeeded Dr. Arthur G. DeVoe, who became 
chairman of the department of ophthalmology at 
Columbia University College of Physicians and 
Surgeons. Dr. Breinin is the first incumbent of the 
Daniel B. Kirby professorship of research ophthal- 
mology at the Medical Center and he will continue 
to hold that professorship. In 1959 he was the 
recipient of the Edward Lorenzo Holmes Award of 
the Institute of Medicine of Chicago. 


Personal.—Dr. Harry E. Ungerleider, cardiologist, 
was appointed consulting medical director of North 
American Reassurance Company. Dr. Ungerleider 
since 1947 had been medical director of research of 
The Equitable Life Assurance Society of the United 
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States.——Dr. Paul Klemperer, retired director, de- 
partment of pathology, Mount Sinai Hospital, re- 
ceived on June 12 an honorary doctor of science 
degree at the University of Chicago with the follow- 
ing citation: “Devoted scholar and inspiring teacher 
whose discerning observations and penetrating com- 
prehension have led to great progress in the under- 
standing of rheumatic disease.”——George T. Mills, 
Ph.D., of Glasgow, Scotland, was named associate 
professor in the department of medicine, at the 
State University of New York Downstate Medical 
Center, Brooklyn. Evelyn E. B. Smith, Ph.D., who 
has been working in the department of biochemistry 
at the University of Glasgow as a senior fellow of 
the Carnegie Institution of Washington was named 
to the post of assistant professor of medicine. 


NORTH CAROLINA 

Training for Medical Secretaries.—A new training 
program in medical secretarial work began July 1 
at the Duke University Medical Center, Durham. 
The one-year program will combine classroom study 
with supervised on-the-job training. A pilot group 
of four students will be trained during the first year 
and present plans call for increasing this number to 
eight in 1960-1961. Participants will do classroom 
work in medical terminology, public relations, and 
general office practices. Their on-the-job training 
will be supervised by Duke medical secretarial per- 
sonnel. Entrance requirements for the program 
include two years of post-high school secretarial 
training, either in college or business school. Stu- 
dents will receive a small salary to be applied 
toward living expenses, and certificates will be 
awarded upon successful completion of the program. 


OHIO 

Dr. Sabin Receives Science Award.—Dr. Albert B. 
Sabin, professor of research pediatrics, University 
of Cincinnati College of Medicine, on June 29 was 
presented with the Howard Taylor Ricketts Award 
of the University of Chicago “for a basic contribu- 
tion to science.” The presentation was made by Dr. 
Lowell T. Coggeshall, dean of the division of 
biological sciences at the university. Dr. Sabin spoke 
to a medical audience on the present status of the 
oral vaccine which he has developed. The vaccine is 
being used for inoculations in Russia, and mass use 
of the vaccine also has taken place in Mexico, 
Singapore, and European countries. 


Fellowships for Heart Research.—Applications for 
heart research fellowships at Central Ohio institu- 
tions are being accepted by the Central Ohio Heart 
Association. To qualify, an applicant must hold a 
doctor’s degree from an approved medical or grad- 
uate school and have served one year of internship 
or the equivalent. In exceptional cases, a fellowship 
may be awarded to an individual with a bachelor’s 
or master’s degree who has demonstrated “unusual 
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promise.” Qualified nonmedical personnel will be 
given equal consideration provided their projects 
are related to cardiology. Both clinical and basic 
science fellowships will be awarded for one year at 
an annual stipend ranging from $2,800 to $8,000. 
Fellows will spend full time in their research and 
associated studied, and clinical fellows will not be 
permitted to have responsibility for the care or 
treatment of patients, participate in resident rota- 
tion, or render hospital services customarily per- 
formed by residents. A fellow may pursue part-time 
studies toward a graduate degree, with prior ap- 
proval of all concerned. An applicant should have 
a definite research program in mind, and it must 
be a project of which he is the senior author and is 
primarily responsible. He should obtain approval 
and make plans with an investigator under whom 
he is to work. The Donald Mahanna Fellowship 
will be awarded to an individual with an M.D. or 
Ph.D. who has established himself in research. It 
will be awarded at the discretion of the associa- 
tion’s Fellowship Committee only when there is a 
candidate with “suitably superior qualifications.” 
All applications must be postmarked not later than 
Sept. 15. Notification of action will be made by 
Dec. 1 for fellowships starting July 1, 1960. Requests 
for application forms should be directed to the 
Central Ohio Heart Association, 50 E. Broad St., 
Columbus 15, Ohio. 


PENNSYLVANIA 

Philadelphia 

University News.—The senior class of the Temple 
University School of Medicine presented a portrait 
of Dr. W. Emory Burnett, chairman, department of 
surgery, to the Medical School. Presentation re- 
marks by President Robert L. Johnson and an ad- 
dress by Dr. I. S. Ravdin, John Rhea Barton Profes- 
sor of Surgery at the University of Pennsylvania, 
highlighted the event.——At the annual meeting of 
the members of the Philadelphia College of Phar- 
macy and Science March 23, Ivor Griffith, Ph.D., 
was reelected president for the 19th consecutive 
year. He remains as dean of the faculty, an office 
he has held since 1937. 


WYOMING 

Dedicate Rehabilitation Center.—Dedication of the 
new 2-million-dollar Gottsche Rehabilitation Cen- 
ter and Hot Springs County Memorial Hospital at 
Thermopolis was held June 27. Principal speaker 
was Dr. Frank H. Krusen, of Mayo Clinic, Roch- 
ester, Minn., who discussed “The Future of Physical 
Medicine and Rehabilitation.” Introductory remarks 
were made by Mr. Charles M. Smith, Thermopolis, 
president of the Gottsche Foundation. Former 
Wyoming Governor Milward Simpson, of Cody, 
director of the foundation, presided at the dedica- 
tion. Other speakers were Wyoming Governor J. J. 
Hickey; Dr. Benjamin Gitlitz, Thermopolis, presi- 
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dent of the Wyoming State Medical Society; Mr. 
J. O. Spangler, Greybull, representing the Elks 
Lodge; and Dr. Charles H. Flint, executive director 
of the Gottsche Rehabilitation Center. A fund for 
the construction of this medical center was started 
in 1954. As a result of the death of their daughter, 
Marguerite, from poliomyelitis, William H. and 
Carrie Gottsche of Rock Springs, Wyo., resolved that 
there would be a place in the state of Wyoming to 
care for other persons so afflicted. Thermopolis was 
selected as the site. The Gottsche Foundation, a 
Wyoming corporation with the purpose of rehabili- 
tation of handicapped persons, was started in a 
trust set up by the Gottsche family. The board 
decided on a plan for a combined county hospital 
and rehabilitation center and this plan was submit- 
ted to the voters of Hot Springs County. The hos- 
pital unit is complete with operating rooms for 
emergency and elective surgical procedures. In all 
there will be 54 beds for surgical, medical, and 
chronically disabled patients. The Rehabilitation 
Center has six treatment booths for physical therapy, 
two gymnasiums, occupational therapy facilities for 
partially disabled persons, domiciliary care units 
for 24 children and two housemothers, classrooms, 
and speech-therapy and other facilities. The 
Wyoming Society for Crippled Children and Adults 
will occupy quarters in the center. 


Personal.—Dr. James W. Sampson, of Sheridan, was 


appointed by the Wyoming State Board of Health 
as director of the Department of Public Health 
July 1, succeeding Dr. Franklin D. Yoder, who has 
become director of the Division of Socio-Economic 
Activities of the American Medical Association. 


GENERAL 

Cardiology Meeting in Philadelphia.—The Amer- 
ican College of Cardiology will hold its eighth in- 
terim meeting at the Benjamin Franklin Hotel, 
Philadelphia, Oct. 23-25, according to Dr. Gabriel 
F. Greco, Ozone Park, N. Y., member of the publi- 
cation committee. This vear for the first time the 
scientific sessions of the college will be concurrent 
with the 32nd annual meeting of the American 
Heart Association and will include a joint program. 
The college will conduct fireside conferences on the 
evening of Oct. 23, in which A. H. A. members will 
participate jointly. On Oct. 25, a panel on cardiac 
resuscitation will be presented jointly by the college 
and the association's council on clinical cardiology. 
Programs may be obtained from Dr. Philip Reichert, 
executive director, A. C. C., Empire State Building, 
New York City. 


Postgraduate Medical Cruise.—The New York State 
Academy of General Practice will sponsor a scien- 
tific cruise to the West Indies Oct. 22-Nov. 4, 
aboard the liner Kungsholm, of the Swedish Ameri- 
can Line. The scientific program will include an 
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intensive course on hypnosis covering the use of 
hypnosis in general practice, anesthesiology, ob- 
stetrics and gynecology, and other medical special- 
ties. Instruction will include practical applications 
in the field of general practice. The second section 
of the program will include selected topics in 
metabolism and endocrinology and the faculty will 
be drawn from the Albany Medical College under 
supervision of Dr. Frank M. Woolsey Jr., associate 
dean and director of postgraduate education, Al- 
bany Medical College. The program is acceptable 
for 18 hours of category I credit. There is no regis- 
tration fee. For information, write Dr. Seymour 
Fiske, Chairman, Post Convention Cruise Commit- 
tee, 150 E. 71st St., New York 21. 


Professor Erich Hoffmann Dies.—Prof. Erich Hoff- 
mann, an honorary member of the American Medi- 
cal Association, who was associated with F. R. 
Schaudinn in the discovery of Treponema pallidum, 
died in Bonn, Germany, May 13, soon after cele- 
brating his 91st birthday. Born on April 25, 1868, 
Professor Hoffmann was educated at Kaiser Wilhelm 
Academy, Berlin. He graduated in medicine in 1892, 
entered army medical services in 1893, and five 
years later became a staff officer of the Military 
Medical Academy in Berlin. In 1900 he obtained an 
appointment under Edmund Lesser in Berlin, and 
began to specialize in dermatology and syphilology. 
In 1908, Professor Hoffmann was appointed to a 
teaching post at the university clinic for skin dis- 
eases in Halle becoming its director a year later. In 
1910 he was appointed director of the university 
skin clinic in Bonn and was promoted to the chair in 
1918. He retired in 1934 but continued his re- 
searches for some years afterwards. 


Guide for Hospital Training Programs.—“Staphylo- 
coccal Disease: Guide for Organizing Hospital In- 
Service Training Programs” has been produced by 
the U.S. Public Health Service’s Communicable 
Disease Center, Atlanta, Ga., and is available to 
assist hospitals in the control of hospital-acquired 
staphylococcal infections. The guide was developed 
as a result of a recommendation of the National 
Conference on Hospital-Acquired Staphylococcal 
Disease in September, 1958, that educational pro- 
grams be held by hospital infections committees for 
all hospital personnel. It is based on the experience 
acquired by the Communicable Disease Center since 
that time in assisting hospitals to develop such 
training activities. The guide has been approved by 
the American Hospital Association. Single copies 
will be distributed to state and local health depart- 
ments and to more than 6,000 hospitals throughout 
the country. Additional copies may be obtained 
from the Superintendent of Documents, U.S. Gov- 
ernment Printing Office, Washington 25, D. C., at 
a charge of 30 cents each. 
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Physical Impairments.—_The Science News Letter 
for June 27 has reported that Americans suffer from 
“impairments”—deafness, blindness, speech defects, 
cerebral palsy, and loss or absence of hands and 
feet—at a rate of some 141 per 1,000. This is a total 
of 24,000,000 impairments. Almost six Americans in 
1,000 cannot read a story in an ordinary newspaper, 
even with the help of glasses. Another 2,000,000 
Americans, more than 12 per 1,000, have visual im- 
pairments less severe than blindness. About one 
person in 2,000 is totally deaf, while other hearing 
impairments affect some 33.9 Americans in 1,000. 
This report, from a series on the nation’s health 
published by the Public Health Service, points to 
the increasing number of older persons with im- 
pairments of some kind. In persons 75 years old or 
older these defects were about 12 times greater 
than the number found in persons under 25 years 
of age. Servicemen and persons in mental and other 
long-term institutions were not included in the sur- 
vey which covered the period July, 1957, through 
June, 1958. 


Director for Committee of World Association.—At 
the 12th annual meeting of the board of directors, 
World Medical Association, United States Com- 
mittee, Inc., Mr. Henry S. McNeil, president of 
McNeil Laboratories, Inc., was unanimously elected 
to serve as a director for the term 1959-1962. The 
board of directors established an “Honorary Board 
Membership” classification for which members of 
the board “who have served diligently and have 
made distinguished contributions to the activities 
of the United States Committee” are eligible for 
election. Mr. Robert Lincoln McNeil, chairman of 
the board, McNeil Laboratories Inc., a member of 
the Board of Directors, World Medical Association, 
United States Committee, Inc., since its organization 
in 1948, was unanimously elected the first Honorary 
Board Member. The following were reelected offi- 
cers of the board for 1959-1960: chairman, Dr. 
Austin Smith, president, Pharmaceutical Manufac- 
turers Association; vice-chairman, Mr. H. J. Loynd, 
president, Parke Davis & Company; and secretary- 
treasurer, Dr. Louis H. Bauer, Secretary General, 
World Medical Association. 


Council on Youth Fitness.—The third annual meet- 
ing of the President's Council on Youth Fitness with 
the President's Citizens Advisory Committee on the 
Fitness of American Youth will be held Sept. 13-15, 
at the United States Air Force Academy, Colorado 
Springs, Colo., Secretary of the Interior Fred A. 
Seaton, chairman of the council, announced. The 
President's Council on Youth Fitness is composed of 
seven Cabinet members (Interior; Defense; Agri- 
culture; Commerce; Labor; Health, Education, and 
Welfare; and Housing and Home Finance Agency ) 
charged with the responsibility of promoting the 
“efficacy of existing programs and the launching of 
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additional programs which wili enhance the fitness 
of American youth.” The council seeks to “coordi- 
nate, stimulate, and improve not only the functions 
of federal agencies with respect to the fitness of 
youth, but chiefly to encourage the extension and 
implementation of existing local community pro- 
grams by making maximum use of all facilities and 
organizations already in existence.” The first annual 
meeting of the council and the advisory committee 
was held at the United States Military Academy, 
West Point, N. Y., September, 1957. 


Portuguese Physician Awarded Fellowship.—The 
creation of the Pfizer Fellowship in Physical Medi- 
cine and Rehabilitation for a Portuguese physician 
to undertake postgraduate training in the United 
States was announced simultaneously in Lisbon and 
New York. The announcement in Lisbon was made 
by the American Ambassador of the United States 
to Portugal, the Hon. C. Burke Albrick. In New 
York, the announcement was made by Dr. Howard 
A. Rusk, president, World Rehabilitation Fund, Inc. 
The fellowship will provide a three-year period of 
training in physical medicine and rehabilitation for 
a physician from Portugal. Ambassador Albrick 
announced that Dr. Maria da Graca de Campos 
Andrada, of Lisbon, has been selected by the World 
Rehabilitation Fund as the Pfizer Fellow. Dr. 
Andrada will begin her training program in the 
United States at the Institute of Physical Medicine 
and Rehabilitation, New York University—Bellevue 
Medical Center, in July. The fellowship was made 
possible by a contribution to the World Rehabilita- 
tion Fund by Chas. Pfizer & Co., Inc. The fellowship 
will be administered by the World Rehabilitation 
Fund, an American voluntary organization, in co- 
operation with the International Society for the 
Welfare of Cripples. 


Meeting on Biological Photography._Newly de- 
veloped uses of medical and scientific photography 
will be keynoted at the 1959 annual meeting of the 
Biological Photographic Association, to take place 
Aug. 31-Sept. 3 at the Sheraton Mount Royal Hotel 
in Montreal. This marks the first time the associa- 
tion will hold its annual meeting outside the United 
States since it was founded at Yale University in 
1931. Speakers during the four-day program will 
describe research and administrative developments 
in the use of photography and motion pictures at 
their particular medical and dental schools, hospi- 
tals, research institutions, or science centers. Win- 
ners of the distinguished annual awards of the 
association will be announced in the photographic 
categories of clinical photography, gross specimens, 
photomicrographs, photomacrographs, and natural 
science. Motion picture awards will be announced in 
the categories of professional, institutional, and 
sequence films. Color and monochrome entries will 
be on display throughout the meeting, and motion 
pictures will also be programmed. The Biological 
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Photographic Association, dedicated to the skills of 
medical and scientific photography, has a world- 
wide membership which includes physicians, medi- 
cal editors, educators in the fields of medicine and 
science, and staff photographers of medical and 
scientific institutions. 


Surgeons to Meet in Chicago.—The 24th annual 
congress of the North American Federation, In- 
ternational College of Surgeons, will be held in the 
Palmer House, Chicago, Sept. 13-17. The North 
American Federation covers the United States, 
Canada, Mexico, Cuba, Haiti, Guatemala, Hon- 
duras, El Salvador, Nicaragua, Costa Rica, and 
Panama. Dr. Karl A. Meyer, of Chicago, and Dr. W. 
Wayne Babcock, of Philadelphia, have been named 
honorary chairmen of the congress, and Dr. Alex- 
ander Brunschwig, of New York City, has been 
chosen general chairman. Surgical specialties to be 
represented are: coloproctologic, neurologic, ob- 
stetric and gynecologic, ophthalmologic, otorhino- 
laryngologic, orthopedic, plastic and reconstructive, 
traumatic and rehabilitation, and urologic. There 
will be surgical motion pictures, reports on advances 
in military medicine, and a surgical nurses’ pro- 
gram. The congress will be held in honor of the 
Chicago Medical Society and in memory of Drs. 
John B. Murphy, Christian Fenger, and Nicholas 
Senn, Chicago pioneers in surgery. Dr. Edward L. 
Compere, of Chicago, is president of the United 
States Section and secretary of the North American 
Federation, and Dr. Ross T. McIntire, of Chicago, 
is executive director of the College. Surgeons de- 
siring to present papers should write to Dr. Peter 
A. Rosi, International College of Surgeons, 1516 
Lake Shore Drive, Chicago 10. 


Society News.—At the 12th annual meeting of the 
board of directors of the World Medical Association, 
United States Committee, Inc., Mr. Henry S. Mc- 
Neil, president of McNeil Laboratories, Inc., was 
unanimously elected to serve as a director for the 
term 1959-1962. The following were reelected offi- 
cers of the board for 1959-1960: chairman, Dr. 
Austin E. Smith, president, Pharmaceutical Manu- 
facturers Association; vice-chairman, Mr. Harry J. 
Loynd, president, Parke Davis & Company; and 
secretary-treasurer, Dr. Louis H. Bauer, secretary 
general, World Medical Association.——At the an- 
nual meeting of the American Radium Society the 
following officers were elected for the year 1959- 
1960: president, Dr. Theodore R. Miller, New York 
City; president-elect, Dr. Jesshill Love, Louisville, 
Ky.; first vice-president, Dr. Gray H. Twombly, 
New York City; second vice-president, Dr. Leonidas 
D. Marinelli, Chicago; secretary, Dr. Robert L. 
Brown, Emory University, Ga.; and treasurer, Dr. 
Gilbert H. Fletcher, Houston, Texas. The 42nd 
annual meeting will be held at the Caribe Hilton, 
San Juan, Puerto Rico, March 17-19, 1960.——Dr. 
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Booker T. Holmes, Frankfort, Ky., was named 
president-elect of the John A. Andrew Clinical So- 
ciety. Dr. John W. Chenault, Bradenton, Fla., will 
serve as president for 1960, succeeding Dr. James D. 
Merida, Cleveland. Dr. Eugene H. Dibble Jr. was 
reelected secretary and Mr. Louis A. Rabb was 
elected treasurer. 


Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 
June 27, 1959 
~ — June 
Paralytie Total 1958 
Area Type Cases Total 

New England States 


New Hampshire 
Vermont 


Connecticut 
Middle Atlantic States 
New York 
New Jersey 
Pennsylvania 
East North Central States 


Michigan 
Wiseonsin 

West North Central States 
Minnesota 


South Atlantic States 

Delaware 

Maryland 

Distriet of Columbia 


West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 
East South Central States 
Kentucky 
Tennessee 
Alabama 
West South Central States 
Arkansas 
Louisiana 
Oklahoma 


Mountain States 
Montana 
Idaho 
Wyoming 
Colorado 


Pacific States 
Washington 
Oregon 
California 


Hawaii 
Puerto Rico 


Total 


Rhode Island ee oe } 
Illinois .... cub banks 1 
1 2 
8 
2 2 4 
1 7 1 
TTT 5 5 ee 
NOW ee ee 2 
var oe ee 
4 
1 
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Decrease in Marriages.—Marriages in the United 
States decreased by about 4% in 1958, the second 
straight year of decline, it is reported by statisticians 
of the Metropolitan Life Insurance Company. The 
# cual number of marriages during the year was 
about 1,456,000 compared with 1,518,000 in 1957 
and 1,585,000 in 1956. The 1958 marriage rate—8.4 
per 1,000 population, including Armed Forces over- 
seas—was the lowest recorded since 1932. Apparent- 
ly, the decrease in marriages was related to business 
recession, the statisticians point out, since the sharp- 
est decrease occurred in the period from September, 
1957, through March, 1958. Data available thus far 
in 1959 indicate a small increase over the corre- 
sponding period of 1958. The annual number of 
marriages reportedly should climb after the early 
1960's and remain at high levels for many years. 
There were wide geographic variations in the trend 
of marriages from 1957 to 1958, with 26 states show- 
ing decreases and 22 states and the District of Co- 
lumbia having increases. The sharpest decreases 
were in those states with changes in their marriage 
laws, while adjoining states had the biggest in- 
creases. Indiana, where a waiting period has been 
required since January, 1958, had the biggest drop 
—45%. Marriages in the adjoining states of Ohio and 
Kentucky increased by 10% and 23%, respectively. 
In Mississippi, where the legal age for marriage 
was raised on July 1, 1958, marriages decreased by 
42%. Among cities with at least one million popula- 
tion, Los Angeles alone showed no change. New 
York had a 3% decrease, Chicago and Philadelphia 
had 4% decreases, and Detroit almost 7%. Alaska 
and Hawaii, included in the United States record, 
had respectively a 3% increase and a 3% decrease in 
marriages. 


CANADA 

Symposium on Urethritis and Trichomoniasis.—The 
first Canadian Symposium on Non-Gonococcal 
Urethritis and Human Trichomoniasis will be held 
Sept. 21-22 at Notre Dame Hospital, Montreal, 
under the patronage of the Honorable Waldo J. 
Monteith, minister of national health and welfare, 
and Dr. Arthur J. B. Leclerc, minister of health of 
the Province of Quebec. Several European and 
American physicians will participate, including Dr. 
Pierre Durel, of Paris, chairman, International 
Study Group on Human Trichomoniasis; Dr. Gaston 
Chappaz, professor of gynecology, University of 
Reims; Dr. Ambrose J. King, director, Whitechapel 
Special Clinic; and Dr. Louis G. Feo, of the depart- 
ment of gynecology and obstetrics, Jefferson Medi- 
cal College of Philadelphia. Interested physicians 
are invited. For information, write Dr. Zoltan 
Gallai, secretary of the symposium, 8580 Esplanade 
Ave., Montreal 11, Quebec, Canada. 
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FOREIGN 

Meeting of French-Speaking Pediatricians.-The 
17th Congress of the French-Speaking Society of 
Pediatrics will take place Oct. 12-14 at Montpellier, 
France, under the presidency of Prof. Jean Chaptal. 
Subjects include the following: 

Hypoparathyroidism in Nurslings and Children. 

Neonatal and Childhood Icterus. 


Physiological and Pathological Aspects on Electroencephalog- 
raphy in the Course of Cerebral Maturation. 


For information concerning the congress write Prof. 
Jean Chaptal, General Secretary of the Congress, 
8, rue Guillaume-de-Nogaret, Montpellier, France. 


Congress on Chest Diseases.—The sixth Interna- 
tional Congress on Diseases of the Chest, sponsored 
by the American College of Chest Physicians, will 
be held at the University of Vienna from Aug. 28 
to Sept. 1, 1960, organized by medical societies of 
Austria. The program includes problems connected 
with the physiology, pathology, clinical aspects, and 
therapy of the diseases of the organs of the chest 
in the adult and in the child. Scientists, clinicians, 
and practitioners from all parts of the world will 
attend. It is intended to have simultaneous interpre- 
tation of the papers in English, French, German, 
Russian, and Spanish. For information, write Prof. 
Dr. A. Sattler, Generalsekretar, American College 
of Chest Physicians, Wien IX, Frankgasse 8, Austria. 


Meeting of Cardiovascular Society in Munich.—The 
fourth International Congress of the International 
Cardiovascular Society will be held Sept. 18-20 in 
Munich, Germany, at Das Deutche Museum, under 
the presidency of Dr. Michael E. DeBakey, Hous- 
ton, Texas. A cardiovascular forum, Sept. 18, will 
be a joint session with the International Society of 
Surgery. A symposium on arterial grafts will be held 
Sept. 19, and a symposium on open heart surgery, 
Sept. 20. A program of motion pictures on cardio- 
vascular problems is planned. Simultaneous trans- 
lation in English, French, German, and Spanish will 
be available for all presentations. Technical exhibits 
will be on display. For information, write Dr. Henry 
Haimovici, 715 Park Ave., New York 21, Secretary- 
General. 


CORRECTION 
Foundation for Medical Care.—In the italicized in- 
troduction to a paper on this subject in the Council 
on Medical Service section in THE JOURNAL, June 20, 
1959, page 969, it was stated that the Los Angeles 
County Medical Association is the most recent 
medical society to approve the formation of such a 
foundation. The executive director of the Los An- 
geles County Medical Association writes that this 
statement is erroneous to this degree: 

The Council of the Los Angeles County Medical Associa- 
tion, which is its sole policy body, has not taken any official 
action regarding the approval of a Foundation for Medical 
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Care. In January, the Council authorized a postcard opinion- 
poll of the membership of LACMA, to see whether there was 
any interest in the formation of a Foundation. Following this, 
the Council of LACMA instructed its Medical Services Com- 
mittee to make preliminary studies and conduct some hear- 
ings and find out more about the Foundation, and to date 
there has been no final report on the Foundation, and the 
Council has not taken any official action. 


EXAMINATIONS 
AND 
LICENSURE 


— 


NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Various Centers: 
Part I only, Sept. 9-10. Examinations must be received at 
least six weeks in advance of a specific examination date. 
Examining centers established after close of registration. 
Exec. Sec., Dr. John P. Hubbard, 133 South 36th St., 
Philadelphia 4. 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 

GRADUATES, INC. 

Educational Council for Foreign Medical Graduates: Sta- 
tions around the world, Sept. 22. Final date for filing ap- 
plications was June 22. Succeeding examinations—March 
16, 1960 and Sept. 21, 1960. Exec. Director, Dr. Dean F. 
Smiley, 1710 Orrington Ave., Evanston, Ill. 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 21-23, 1960. 
Sec., Dr. D. G. Gill, State Office Bldg., Montgomery. 

Avaska:* On application in Anchorage or Fairbanks. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Ar1zona:* Examination. Phoenix, Oct. 14-16. Reciprocity. 
Phoenix, Oct. 17. Ex. Sec., Mr. Robert Carpenter, 826 
Security Bldg., Phoenix. 

ArKANSAS:* Examination and Reciprocity. Little Rock, Nov. 
5-6. Sec., Dr. Joe Verser, Harrisburg. 

Ca.irornia: Written. Los Angeles, Aug. 17-20; Sacramento, 
October 19-22. Oral. Los Angeles, August 15; San Fran- 
cisco, November 14. Oral and Clinical. Los Angeles, Au- 
gust 16; San Francisco, Nov. 15. Sec., Dr. Louis E. Jones, 
Room 536, 1020 N Street, Sacramento. 

Connecticut:* Homepathic. Examination. Derby, Sept. 8. 
Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

District oF CotumsiA:* Examination. Washington, Dec. 
14-15. Reciprocity. Washington, Sept. 14. Deputy Direc- 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., Washing- 
ton 6. 

Fiorma:* Examination. Miami Beach, Nov. 22-24. Sec., 
Dr. Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Georcia: Examination and Reciprocity. Atlanta, Oct. 13. 
Sec., Mr. Cecil L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 

INpIANA: Examination. Indianapolis, June 1960. Reciprocity. 
Indianapolis, fourth Wednesday of each month. Ex. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Kansas:* Examination and Reciprocity. Kansas City, Jan- 
uary 1960. Sec., Dr. F. J. Nash, New Brotherhood Bldg., 
Kansas City. 

Louistana: Examination and Reciprocity. New Orleans, 
Dec. 3-5. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans 12. 

Maryann: Examination. Baltimore, Dec. 8-11, Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 
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MassacuusEtts: Examination and Endorsement. Boston, 
July 14-17. Sec., Dr. David W. Wallwork, Room 37, 
State House, Boston 33. 

Montana: Examination and Reciprocity. Helena, Oct. 6. Sec., 
Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

NesrasKA:* Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Room 1009, State Capitol 
Bldg., Lincoln 9. 

Nevapa:* Examination and Reciprocity. Reno, Sept. 8. 
Sec., Dr. G. H. Ross, 112 North Curry St., Carson City. 

New Hampsuire: Examination and Reciprocity. Concord, 
Sept. 9-12. Sec., Dr. Edward W. Colby, 107 State House, 
Concord. 

New Jersey: Examination. Trenton, Oct. 20-23, Reciprocity. 
Monthly, Sec., Dr. Royal A. Schaaf, 28 West State St., 
Trenton. 

New Mexico:* Examination and Reciprocity. Santa Fe, 
Nov. 16-17. Sec., Dr. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 8-11. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany. 

Onto: Examination. Columbus, Dec. 15-17. Endorsement. 
Columbus, Aug. 26 and Oct. 5. Sec., Dr. H. M. Platter, 
21 W. Broad St., Columbus 15. 

Puerto Rico: Examination. San Juan, Sept. 8. Sec., Dr. 
Joaquin Mercado Cruz, Box 9156, Santurce. 

Sour Daxora:* Examination. Sioux Falls, Aug. 25-26. 
Exec. Sec., Mr. John C, Foster, 300 First National Bank 
Bldg., Sioux Falls. 

TENNESSEE:* Examination. Memphis, Sept. 23-24. Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:* Examination. Fort Worth, Dec. 3-5. Reciprocity. 
Houston, Aug. 29-31. Sec., Dr. M. H. Crabb, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 

Wyominc: Examination and Reciprocity. Cheyenne, Oct. 5. 
Sec., Dr. James W. Shannon, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


AvasKA: Examination and Reciprocity. Juneau, November. 
Sec., Dr. R. Harrison Leer, Alaska Office Bldg., Juneau. 

Arizona: Examination, Tucson, Sept. 15. Sec., Mr. Herman 
E. Bateman, University of Arizona, Tucson. 

Cotorapo: Examination. Denver, Sept. 2-3. Reciprocity. 
Denver, Sept. 4. Sec., Dr. Esther B. Starks, 1459 Ogden 
St., Denver 18. 

Connecticut: Examination. New Haven, Oct. 10. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New 
Haven 10. 

District oF CotumsiA: Examination. Washington, Nov. 
23-24. Reciprocity. Washington, Sept. 14. Deputy Direc- 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., Washing- 
ton 6, 

Kansas: Examination. Pittsburg, Nov. 6-7. Sec., Dr. Leon 
C. Heckert, Kansas State College, Pittsburg. 

MicuicaNn: Examination. Ann Arbor and Detroit, Oct. 9-10. 
Sec., Mrs. Anne Baker, West Michigan Ave., 116 Stevens 
T. Mason Bldg., Lansing. 

Minnesota: Examination. Minneapolis, Oct. 6-7. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis. 

Ox.aHoMa: Examination. Oklahoma City, Sept. 25-26. Exec. 
Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

Sovurn Dakota: Examination. Vermillion, Dec. 4-5. Dr. 
Gregg M. Evans, 310 East 15th St., Yankton. 

Texas: Examination. Austin, Oct. 12-13. Sec., Bro. Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, Sept. 11 and Milwaukee, 
Dec. 5, Sec., Mr. Wm. H. Barber, 621 Ranson St., Mil- 
waukee. 


*Basic Science Certificate required. 
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J.A.M.A., July 25, 1959 


DEATHS 


Amerson, Simeon Smith, Georgetown, Ky.; Uni- 
versity of Nashville (Tenn.) Medical Department, 
1897; served as president of the Scott County Medi- 
cal Society; died in the John Graves Ford Memorial 
Hospital May 2, aged 90. 


Antoni, Adolph L., Norwalk, Conn.; Boston Univer- 
sity School of Medicine, 1927; associated with the 
Norwalk Hospital, where he died May 2, aged 57. 


Arnett, John Hancock Jr., Philadelphia; University 
of Pennsylvania School of Medicine, Philadelphia, 
1948; interned at the Cambridge City Hospital in 
Cambridge, Mass., and served a residency at the 
Harrisburg (Pa.) State Hospital; associated with 
the Mayview (Pa.) State Hospital; died May 7, 
aged 33. 


Asa, Athenus Lewis, Morrill, Neb.; Lincoln Medi- 
cal College of Cotner University, 1906; died in the 
West Nebraska General Hospital, Scottsbluff, 
March 8, aged 79. 


Barnette, Ortha James, Shreveport, La.; Louisiana 
State University School of Medicine, New Orleans, 
1952; interned at Charity Hospital of Louisiana in 
New Orleans, where he served a residency; served 
in the medical corps of the U. S. Naval Reserve; 
on the staffs of the T. E. Schumpert Memorial 
Sanitarium and the Physicians and Surgeons Hos- 
pital; died Feb. 7, aged 29. 


Bennett, William Lewis ® Burnsville, N. C.; Lin- 
coln Memorial University Medical Department, 
Knoxville, Tenn., 1911; member of the state legis- 
lature for two years; died in St. Joseph’s Hospital, 
Asheville, April 30, aged 75. 


Bingaman, Dixi McLean ® Salinas, Calif.; Univers- 
ity of Southern California School of Medicine, Los 
Angeles, 1939; died April 28, aged 48. 


Bowdoin, William Henry, Statham, Ga.; Georgia 
College of Eclectic Medicine and Surgery, Atlanta, 
1913; died April 28, aged 79. 


Braun, Eugene J. ® New York City; Universita 
Karlova Fakulta Lékarska Praha, Czechoslovakia, 
1932; specialist certified by the American Board of 
Psychiatry and Neurology; member of the Ameri- 
can Psychiatric Association; interned at the Metro- 
politan Hospital in New York City, where he 
served a residency; served a residency at the Brook- 
lyn State Hospital and the Central Islip (N. Y.) 
State Hospital; served on the staff of the Hillside 
Hospital; died May 7, aged 51. 


a @) Indicates Member of the American Medical Association. 


Calonge, Guy Earl ® La Junta, Colo.; born in 
1892; Loyola University School of Medicine, Chi- 
cago, 1918; served as secretary of the Otero County 
Medical Society of which he was president three 
times and one of the founders; formerly vice-presi- 
dent of the Colorado State Medical Society; mem- 
ber of the American Trudeau Society and the 
American Academy of General Practice; served 
three terms as a member of the District II School 
Board and as a member of the city council; his 
community efforts were recognized in 1954 when 
he received the third Civic Service Award of the 
Chamber of Commerce, of which he was a life 
member, and the naming of a building at Otero 
Junior College, Calonge Hall; veteran of World 
War I; associated with Mennonite Hospital and 
Santa Fe Hospital; died April 29, aged 66. 


Castro, Cosimo ® Park Ridge, Ill.; Loyola Univer- 
sity School of Medicine, Chicago, 1930; veteran of 
World War II; interned at Columbus Hospital in 
Chicago; associated with the Veterans Administra- 
tion in Chicago, where he was adjudication officer 
at West Side Regional Office; in 1954, on 25th 
anniversary of graduation, he was cited for out- 
standing contributions as an alumnus by Stritch 
School of Medicine of Loyola University; died 
May 1, aged 60. 


Chepko, Milan Daniel, Lyons, Ohio; Hahnemann 
Medical College and Hospital of Philadelphia, 
1946; veteran of World War II; interned at the 
Easton (Pa.) Hospital and the Community Gen- 
eral Hospital in Reading, Pa.; died in Flower Hos- 
pital, Toledo, April 29, aged 36. 


Colburn, Charles Robert, Fairborn, Ohio; Eclectic 
Medical College, Cincinnati, 1927; died in the 
Community Hospital, San Bernardino, Calif., April 
11, aged 64. 


Collins, William Thomas, Albuquerque, N. M.; 
Northwestern University Medical School, Chicago, 
1909; died in Fort Lyon, Colo., April 22, aged 75. 


Davies, William ® Lyons, IIl.; Northwestern Uni- 
versity Medical School, Chicago, 1924; member of 
the American Academy of General Practice; asso- 
ciated with the MacNeal Memorial Hospital in 
Berwyn, where he died April 19, aged 78. 


Dean, Wesley N. ® Boyd, Texas; Baylor University 
College of Medicine, Dallas, 1901; for many years 
health officer; past-president of the Rusk County 
Medical Society; died in Overton (Texas) Hos- 
pital April 17, aged 90. 
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Dix, Sherwood, Largo, Fla.; Maryland Medical 
College, Baltimore, 1902; veteran of World War I; 
served on the staffs of various Veterans Administra- 
tion hospitals; died in the Morton Plant Hospital, 
Clearwater, April 21, aged 85. 


Donnell, Louis August, Wichita, Kan.; University of 
Louisville (Ky.) School of Medicine, 1937; served 
as city commissioner and mayor; veteran of World 
War II; on the staffs of Wesley and St. Joseph hos- 
pitals; died in Perryville, Ark., May 1, aged 53. 


Doody, Richard Patrick ® Troy, N. Y.; Albany 
(N. Y.) Medical College, 1916; veteran of World 
War I; fellow of the American College of Surgeons; 
past-president of the Rensselaer County Medical 
Society; chief surgeon at St. Mary’s Hospital; for 
many years surgeon for the police and fire depart- 
ments; member of the executive board of his alma 
mater; past-president of the Lions Club; died May 
8, aged 64. 


Felsher, Wolf Zachary ® Chicago; Chicago College 
of Medicine and Surgery, 1917; veteran of World 
War I; for many years associated with the Michael 
Reese Hospital; civilian medical officer at the Fifth 
Army headquarters; died in the Grant Hospital 
May 9, aged 70. 


Fischer, Edward James ® West Orange, N. J.; 
Georgetown University School of Medicine, Wash- 
ington, D. C., 1922; police surgeon; associated 
with St. Mary’s Hospital in Orange; died May 6, 
aged 61. 


Ganley, Arthur Joseph ® East Orange, N. J.; Tufts 
College Medical School, Boston, 1916; veteran of 
World War I; associated with Presbyterian Hos- 
pital in Newark, where he died May 8, aged 70. 


Hederick, Austin Ross ® Booneville, Ark.; Mem- 
phis (Tenn.) Hospital Medical College, 1902; vet- 
eran of World War I; honored in 1957 with a “Dr. 
Hederick Day” celebration at Booneville; for many 
years president of the school board; died in New- 
port April 25, aged 91. 


Heinen, Joseph Peter, Chicago; Rush Medical Col- 
lege, Chicago, 1895; for many years diagnostician 
for the city board of health; served on the staffs of 
Alexian Brothers and St. Elizabeth hospitals; died 
May 10, aged 86. 


Hindman, Thomas Audley Newcomer, Kensington, 
Md.; University of Pittsburgh School of Medicine, 
1938; associated with Suburban Hospital in Bethes- 
da; died April 28, aged 49. 


Jameson, Winifred Mitchell Carney ® San Fran- 
cisco; University of California School of Medicine, 
San Francisco, 1950; interned at Franklin Hospital; 
served a residency at the University of California 
Hospital and Franklin Hospital in San Francisco, 
and the Ernest V. Cowell Memorial Hospital in 
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Berkeley, Calif.; resident in internal medicine at 
the Veterans Administration Hospital; died May 9, 
aged 46. 


Jesion, Joseph William ® Pine River, Minn.; Mil- 
waukee Medical College, 1912; veteran of World 
War I; for many years associated with the North- 
ern Pacific Beneficial Association Hospital in St. 
Paul; died in the Veterans Administration Hospital 
in St. Cloud, April 29, aged 70. 


Johannes, Richard L., Nevada, Mo.; Louisville (Ky.) 
Medical College, 1898; died in the Nevada Hos- 
pital April 25, aged 82. 


Keller, Jacob Molier, Steeleville, Ill.; Washington 
University School of Medicine, St. Louis, 1904; 
died March 17, aged 79. 


Kheiralla, George Ibrahim, Cambridge, Mass.; 
Northwestern University Medical School, Chicago, 
1902; Chicago Homeopathic Medical College, 1900; 
author of “Arabia Reborn”; died April 18, aged 79. 


King, Robert Rogers ® Wilkesboro, N. C.; Univers- 
ity of Arkansas School of Medicine, Little Rock, 
1906; health officer of Wilkes County; served as 
health officer of the district made up of Ashe, Alle- 
ghany, and Watauga counties; formerly health 
officer of Cherokie, Graham, and Clay counties; 
for many years a medical missionary for the Presby- 
terian Church in the Belgian Congo in Africa; died 
in Charlotte April 29, aged 74. 


Kuhr, Ernestus Otto ® New York City; Columbia 
University College of Physicians and Surgeons, 
New York City, 1902; died in the Roosevelt Hos- 
pital May 7, aged 81. 


Leventhal, Max ®@ Dolgeville, N.Y.; University of 
St. Andrews Conjoint Medical School, St. Andrews 
and Dundee, Scotland, 1933; at various times health 
officer of the towns of Manheim, Salisbury, and 
Dolgeville, in Herkimer County, and the town of 
Stratford in Fulton County; secretary of the staff of 
Little Falls (N. Y.) Hospital; died in the Mary 
Imogene Bassett Hospital, Cooperstown, April 11, 
aged 52. 

Lichtwardt, Hartman A., Detroit, Mich.; Detroit 
College of Medicine and Surgery, 1917; also or- 
dained a Presbyterian minister; a medical mission- 
ary in Iran for many years; served as medical di- 
rector of the Woman’s Hospital; fellow of the 
American College of Surgeons; died April 28, 
aged 66. 


Lilienthal, Walter Scott, Albany, N. Y.; Albany 
(N. Y.) Medical College, 1910; on the courtesy 
staff of Albany Hospital, where he died April 28, 
aged 73. 

McFarlane, Carl H., Honaker, Va.; Lincoln Me- 


morial University Medical Department, Knoxville, 
Tenn., 1914; died in Rosedale, April 15, aged 73. 
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McGhee, Moses Alfred ® Daleville, Ala.; University 
of the South Medical Department, Sewanee, Tenn., 
1898; past-president of the Dale County Medical 
Association; died April 20, aged 84. 


McKeown, Charles Davis ® Wichita, Kan.; Loyola 
University School of Medicine, Chicago, 1918; spe- 
cialist certified by the American Board of Anes- 
thesiology; member of the Aero Medical Associa- 
tion and the Association of Life Insurance Medical 
Directors of America; past-president of the Sedg- 
wick County Medical Society; medical director of 
the Farmers & Bankers Life Insurance Company; 
in 1949 appointed to the City Planning Commis- 
sion; associated with St. Francis Hospital, Wesley 
Hospital, and St. Joseph Hospital, where he died 
April 29, aged 67. 


McNally, Francis Joseph ® Pompano Beach, Fla.; 
born in Springfield, Mass., March 1, 1919; Columbia 
University College of Physicians and Surgeons, New 
York City, 1944; certified by the National Board of 
Medical Examiners; interned at the Bellevue Hos- 
pital, New York City; served a residency at the 
Traumatic Surgery Reconstructive Unit of the New 
York Post-Graduate Medical School and Hospital 
in New York City, City Hospital in Cleveland, and 
the Sunny Acres, Cuyahoga County Tuberculosis 
Hospital in Cleveland; for two years served in the 
medical corps, Army of the United States; associ- 
ated with North Broward General Hospital and 
Holy Cross Hospital in Fort Lauderdale; died 
April 22, aged 40. 


Macrae, Donald Hanley ® Topeka, Kan.; McGill 
University Faculty of Medicine, Montreal, Que., 
Canada, 1937; interned at the Montreal General 
Hospital in Montreal, Que., Canada, where he 
served a residency; served a fellowship at Men- 
ninger Sanatorium in Topeka and a residency at 
the Veterans Administration Hospital in Topeka; 
since 1950 county coroner; died in St. Francis Hos- 
pital April 26, aged 52. 


Malbin, Barney Ivan, Portland, Ore.; Rush Medical 
College, Chicago, 1936; specialist certified by the 
American Board of Internal Medicine; served on 
the faculty of his alma mater; formerly associated 
with the Michael Reese Hospital in Chicago; vet- 
eran of World War II and received the Air Medal; 
on the staff of the Holladay Park Hospital; died 
May 4, aged 49. 


Mayo, Dana Bartlett, Kennebunk, Maine; Boston 
University School of Medicine, 1906; past-president 
of the York County Medical Society; veteran of 
World Wars I and II; served in the U. S. Public 
Health Service, U. S. Judication Board, Washing- 
ton, D. C., and the Veterans Administration; died 
April 19, aged 76. 
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Meboe, Joseph @ Viola, Wis.; University of Wis- 
consin Medical School, Madison, 1941; veteran of 
World War II; awarded the Purple Heart and the 
Bronze Star; served on the staffs of the Richland 
Center (Wis.) Hospital and the Vernon Memorial 
Hospital in Viroqua; died in La Crosse May 3, 
aged 48. 


Mitchell, Roscoe L. ® Augusta, Maine; University 
of Vermont College of Medicine, Burlington, 1908; 
retired as director of the bureau of health in the 
state department of health and welfare May 1, 1947; 
city physician and city health officer; member of 
the American Public Health Association and the 
Maine Public Health Association; served as vice- 
president and executive member of the U. S. Asso- 
ciation of State and Territorial Health Officers; 
physician for the Kennebec County Jail; on the 
staff of Augusta General Hospital, where he died 
April 21, aged 82. 


Moore, Clyde Newton, Murrieta, Calif.; Lincoln 
(Neb.) Medical College, of Cotner University, 1911; 
served on the staff of the Community Hospital in 
Long Beach; died in Garden Grove, March 25, 
aged 77. 


Munford, Raymond Hunter @ La Habra, Calif.; 
Kansas Medical College, Medical Department of 
Washburn College, Topeka, 1907; veteran of World 
War I; died April 15, aged 79. 


Munsell, William Marvin, Grandview, Wash.; Mis- 
souri Medical College, St. Louis, 1895; veteran of 
World War I; served as medical examiner for the 
Northern Pacific and Union Pacific railroads; died 
April 19, aged 87. 


Murray, Louis Floyd ® St. Louis; St. Louis College 
of Physicians and Surgeons, 1911; served overseas 
during World War I; on the staff of the Lutheran 
Hospital, where he died April 26, aged 72. 


Munzner, Ralph ® Alton, N. Y.; Hessische Lud- 
wigs—Universitat Medizinische Fakultiat, Giessen, 
Hesse, Germany, 1923; county coroner; served with 
the German Army in World War I; member of the 
American Academy of General Practice; associated 
with Lyons (N. Y.) Hospital and the Myers Com- 
munity Hospital in Sodus; died April 25, aged 62. 


Noonan, George Matthew ® Denver; University of 
Pittsburgh School of Medicine, 1906; also a pharma- 
cist; died April 20, aged 79. 


Orcutt, Dwight Chapman ® Evanston, IIl.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1901; special- 
ist certified by the American Board of Ophthalmol- 
ogy and the American Board of Otolaryngology; 
member of the American Academy of Ophthalmol- 
ogy and Otolaryngology; fellow of the American 
College of Surgeons; for many years on the staff of 
St. Luke’s Hospital in Chicago; died in Chicago 
May 13, aged 86. 
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Opperman, Ralph Clifford, Miami, Fla.; Jefferson 
Medical College of Philadelphia, 1923; died April 
13, aged 58. 


Padykula, Stanley George ® Endicott, N. Y.; Med- 
ical College of South Carolina, Charleston, 1939; 
veteran of World War II; formerly member of the 
Union-Endicott School Board; served on the staffs 
of Charles $. Wilson Memorial Hospital in John- 
son City and the Ideal Hospital; died May 1, 
aged 47. 


Paepke, Paul, Milwaukee; Eclectic Medical Col- 
lege, Cincinnati, 1926; died in the Milwaukee Hos- 
pital April 29, aged 62. 


Pendleton, George Franklin ® Kansas City, Mo.; 
Western Reserve University School of Medicine, 
Cleveland, 1914; specialist certified by the American 
Board of Obstetrics and Gynecology; member of 
the Central Association of Obstetricians and Gyne- 
cologists; fellow of the American College of Sur- 
geons; on the staffs of the General and Menorah 
hospitals; member and past-president of the staffs of 
St. Mary’s Hospital and the Trinity Lutheran Hos- 
pital, where he was chairman of the obstetrics de- 
partment and where he died May 5, aged 75. 


Philipp Von Sielentz, W. M., Great Neck, N. Y.; 
Universitat Leipzig Medizinische Fakultat, Saxony, 
Germany, 1927; during World War II served as a 
major, medical corps, 104th Field Artillery; died 
April 18, aged 62. 


Pierce, William Meredith ® Tuscumbia, Ala.; Mem- 
phis (Tenn.) Hospital Medical College, 1903; past- 
president of the Colbert County Medical Society; 
served in France during World War I; died 
April 30, aged 75. 


Plummer, Albert Wyman ® Lisbon Falls, Maine; 
Medical School of Maine, Portland, 1894; served 
three terms in the state legislature; on the staff of 
the Central Maine General Hospital in Lewiston, 
where he died May 1, aged 90. 


Randall, John Hammond ® Iowa City, Iowa; State 
University of Iowa College of Medicine, Iowa City, 
1928; certified by the National Board of Medical 
Examiners; specialist certified by the American 
Board of Obstetrics and Gynecology; member of 
the Central Association of Obstetricians and Gyne- 
cologists; fellow of the American College of Sur- 
geons; past-president of the Iowa Obstetrics and 
Gynecology Society; professor and head of the de- 
partment of the obstetrics and gynecology, State 
University of Iowa College of Medicine, where he 
was a member of the staff since 1934; associated 
with University Hospital, where he died April 19, 
aged 60. 


Ray, Claud Burton, Cassadaga, Fla.; Michigan 
College of Medicine and Surgery, Detroit, 1906; 
formerly practiced in Detroit; died in Halifax Dis- 
trict Hospital in Daytona Beach, April 28, aged 77. 
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Ray, Thomas Allen, Falls Church, Va.; Johns Hop- 
kins University School of Medicine, Baltimore, 
1952; interned at the Grace-New Haven Commu- 
nity Hospital, New Haven Unit, New Haven, 
Conn., where he served a residency; veteran of 
World War II; associated with Georgetown Hos- 
pital in Washington, D. C., and the Arlington (Va.) 
Hospital; died in Washington, D. C., May 6, 
aged 34. 


Rech, Joseph Francis ® Indiana, Pa.; Georgetown 
University School of Medicine, Washington, D. C., 
1931; veteran of World War II; served as secre- 
tary of the Indiana County Medical Society; on the 
staff of the Indiana Hospital; died April 18, aged 54. 


Remington, Avon Charles ® Los Angeles; Harvard 
Medical School, Boston, 1940; interned at the 
Rochester General Hospital in Rochester, N. Y.; 
served a residency at the New York State Psychi- 
atric Institute and Hospital in New York City and 
the Compton ( Calif.) Sanitarium; veteran of World 
War II; member of the Aero Medical Association 
and the Industrial Medical Association; medical 
director, Garrett Corporation, Air Research Divi- 
sion; associated with the Daniel Freeman Memo- 


rial Hospital in Inglewood; died May 6, aged 43. 


Robin, Percival Albert ® Hempstead, N. Y.; McGill 
University Faculty of Medicine, Montreal, Que., 
Canada, 1932; specialist certified by the American 
Board of Radiology; member of the American 
Roentgen Ray Society; fellow of the American Col- 
lege of Radiology; past-president of the Radiological 
Society of the State of New York; associated with 
Nassau Hospital in Mineola, Manhasset (N. Y.) 
Medical Center, and the Meadowbrook Hospital 
in Hempstead; veteran of World War II; died April 
30, aged 52. 


Rollins, Wiley Jackson ® Houston, Texas; Univer- 
sity of Virginia Department of Medicine, Char- 
lottesville, 1925; fellow of the International College 
of Surgeons; member of the Industrial Medical 
Association; for many years on the staff of the 
Memorial Hospital, where he died May 2, aged 58. 


Rombkowski, John Anthony ® Toledo, Ohio; Loyola 
University School of Medicine, Chicago, 1918; 
member of the American Academy of General 
Practice; on the staff of St. Vincent’s Hospital, where 
he died April 14, aged 74. 


Rothschild, Charles Joseph ® Fort Wayne, Ind.; 
University of Michigan Department of Medicine 
and Surgery, Ann Arbor, 1905; past-president of 
the Fort Wayne Medical Society (Allen County); 
at one time served as Allen County coroner; served 
as chief of staff, St. Joseph’s Hospital; died April 28, 
aged 77. 

Rousuck, A. Ashley ® Cleveland; Wayne Univer- 


sity College of Medicine, Detroit, 1940; interned 
at Robert Packer Hospital in Sayre, Pa., where he 
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served a residency; entered Mayo Foundation in 
Rochester, Minn., as a fellow in internal medicine 
in October, 1942, and left in October, 1945; on the 
staffs of the St. Luke’s and Mount Sinai hospitals; 
died April 22, aged 48. 


Rudie, Clifford Norman ® St. Peter, Minn.; Uni- 
versity of Louisville (Ky.) School of Medicine, 
1928; died in the Methodist Hospital, Rochester, 
April 16, aged 59. 


Ryall, Wallace Wilberforce & Youngstown, Ohio; 
Western Pennsylvania Medical College, Pitts- 
burgh, 1897; past-president of the Mahoning County 
Medical Society; veteran of World War I; served 
as city health commissioner, member of the city 
board of health and the state board of health; chief 
examiner for the Civil Service Commission, a judge 
for the Boxing Commission, president of the Kiwanis 
Club for a term and one of its directors for many 
years; on the emeritus staff, Youngstown Hospital 
Association; died in the Sawyer Sanatorium in 
Marion April 25, aged 84. 


Ryan, William Butler Jr., Beaufort, S. C.; Medical 
College of South Carolina, Charleston, 1914; vet- 
eran of World War I; on the staff of the Beaufort 
Memorial Hospital; died May 8, aged 67. 


Ryder, Charles Ambler, Brookfield Center, Conn.; 
Yale University School of Medicine, New Haven, 
1898; served as postmaster and as secretary of the 
board of education for many years; died in the 
Fairfield State Hospital in Newtown April 23, 
aged 84. 


Samuel, Meredith Ivor ® Wilmington, Del.; Univer- 
sity of Maryland School of Medicine, Baltimore, 
1900; served overseas during World War I; past- 
president of the Medical Society of Delaware; re- 
tired from the Veterans Administration Nov. 30, 
1953; chief of medical service, Delaware, St. 
Francis, and Wilmington General hospitals; con- 
sultant, Delaware State Hospital, Farnhurst; served 
as medical director of the Brandywine Sanatorium 
in Marshalltown; died in the Veterans Administra- 
tion Hospital, Elsmere, April 22, aged 83. 


Sanford, Arthur Hawley ® Rochester, Minn.; born 
in New Albin, lowa, Jan. 12, 1882; Northwestern 
University Medical School, Chicago, 1907; from 
1907 to 1911 a member of the faculty of medicine 
at Marquette University, Milwaukee, where he was 
successively assistant professor, associate professor, 
and professor of physiology; emeritus member of 
the staff at the Mayo Clinic, where in 1911 he en- 
tered as bacteriologist, and was director of the 
clinical laboratories; head of the section of clinical 
pathology until 1946 at which time he became a 
senior consultant, and in 1949 retired from the 
clinic; emeritus professor of clinical pathology in 
the Mayo Foundation, Graduate School, University 
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of Minnesota; when the foundation was established 
in 1915, he was appointed an associate professor of 
clinical pathology and parasitology; advanced to 
professor in 1921 and held this chair until 1950; 
elected first president of the American Board of 
Pathology, Inc., in 1936 and held this post until 
1946; one of the original trustees of the board; 
chairman, Section on Pathology and Physiology, 
American Medical Association, 1929-1930; a charter 
member and past-president of the American Society 
of Clinical Pathologists, which in 1933 awarded 
him the Ward Burdick gold medal; in 1956 was 
honored at the annual meeting of the College of 
American Pathologists, of which he was a member, 
with the award of the Scientific Products Founda- 
tion, “in recognition of his outstanding service to 
pathology and to the field of medicine”; fellow of 
the American College of Physicians; member of the 
Minnesota State Medical Association, which elected 
him to the 50-year club in 1957, the American Asso- 
ciation for the Advancement of Science, the Ameri- 
can Society of Immunologists, the Society for 
Experimental Biology and Medicine, the Alumni 
Association of the Mayo Foundation, the Society 
of the Sigma Xi, Alpha Omega Alpha, Alpha Kappa 
Kappa, and Sigma Nu; Northwestern University 
conferred a distinguished service award on him in 
1940; appointed an honorary consultant to the 
Army Medical Library in Washington, D. C.; in 
1950 the board of regents of the University of 
Minnesota awarded him a certificate of merit for 
his long service to the university as a member of 
the faculty of the Mayo Foundation; in 1947 the 
Minnesota Society of Clinical Pathologists estab- 
lished the Arthur H. Sanford Lecture in Pathology 
in his honor; the lecture is given by an outstanding 
figure in the field at annual sessions of the Minne- 
sota Medical Association; appointed a special con- 
sultant to the U. S. Public Health Service and a 
member of the advisory council on serology of that 
agency; member of the board of directors of the 
Rochester Public Library from 1914 to 1924; mem- 
ber of the Rochester Board of Education from 1924 
to 1940 and served as president for 14 years of that 
time; president of the Olmsted County Historical 
Society from 1948 to 1950; first registered scout- 
master in Rochester and was a member of the na- 
tional council of Boy Scouts of America; received 
a veterans’ award for 40 years of service to the Boys 
Scouts in 1953; since 1950 director of the labora- 
tories at the Rochester State Hospital; co-author of 
“Clinical Diagnosis by Laboratory Methods,” the 
12th edition of which appeared in 1953; died April 
28, aged 77. 


Sarubin, Benjamin ® Baltimore; George Washing- 
ton University School of Medicine, Washington, 
D. C., 1927; died in the Lutheran Hospital April 23, 
aged 61. 
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Selleck, Nathaniel Benedict @ St. Petersburg, Fla.; 
Long Island College Hospital, Brooklyn, 1924; for- 
merly practiced in Danbury, Conn., where he was 
associated with Danbury Hospital, and served as 
president of the Fairfield County Medical Society; 
died in St. Anthony’s Hospital April 21, aged 60. 


Shapleigh, Edward E. ® Kittery, Maine; Medical 
School of Maine, Portland, 1890; served as health 
officer and coroner for many years; died in the York 
Hospital, York Village, April 27, aged 91. 


Shoaff, Paris Alexander ® New Castle, Pa.; Jeffer- 
son Medical College of Philadelphia, 1918; past- 
president of the Lawrence County Medical Society; 
fellow of the American College of Surgeons; asso- 
ciated with New Castle and Jameson Memorial 
hospitals; died April 22, aged 66. 


Shull, Ernest Clay ® Herndon, Va.; Medical Col- 
lege of Virginia, Richmond, 1924; served in France 
during World War I; for many years member of 
the school board; past-president of the Rotary 
Club; associated with Loudoun Hospital in Lees- 
burg, Arlington (Va.) Hospital, Washington Medi- 
cal Center, Georgetown Hospital, and the Doctors 
Hospital, Washington, D. C., where he died May 7, 
aged 65. 


Slaughter, Clarence Baden Powell @ Cleveland; 
University of Toronto Faculty of Medicine, Toronto, 
Ont., Canada, 1923; veteran of World War I; died 
in South Euclid, Ohio, April 24, aged 58. 


Smith, Adonis ® Hope, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1904; veteran of the 
Spanish-American War and World War I; died in 
Little Rock April 22, aged 88. 


Smith, Ernest Franklin, Kenton, Del.; College of 
Physicians and Surgeons, Baltimore, 1905; formerly 
executive secretary of the state board of health; 
served as health commissioner of Sussex County 
and Kent County; died April 17, aged 82. 


Smith, Grace F., Chicago; Chicago College of Med- 
icine and Surgery, 1913; died in the Englewood 
Hospital April 1, aged 72. 


Smith, J. Russell ® Middleburgh Heights, Ohio; 
Western Reserve University School of Medicine, 
Cleveland, 1951; interned at the City Hospital in 
Cleveland, where he served a residency; specialist 
certified by the American Board of Surgery; veteran 
of World War II; demonstrator of surgery at his 
alma mater; associated with Fairview Park Hospi- 
tal in Cleveland; on the staff of the Community 
Hospital in Berea; died April 20, aged 34. 


Sothoron, Levin Johnson ® Charlotte Hall, Md.; 
Georgetown University School of Medicine, Wash- 
ington, D. C., 1896; for many years served as 
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school physician of Charlotte Hall Military Acad- 
emy; on the staff of St. Mary’s Hospital in Leon- 
ardtown; died in La Plata April 19, aged 86. 


Spikes, James Lewis, Pocahontas, Ark.; University 
of Arkansas School of Medicine, Little Rock, 1928; 
died April 19, aged 57. 


Staff, Edmond Peter ® Ramsey, IIl.; Missouri Medi- 
cal College, St. Louis, 1895; veteran of World War 
I; for many years a member of the school, serving 
as president for 22 years; died in the Fayette Coun- 
ty Hospital, Vandalia, April 18, aged 89. 


Taylor, John Eldredge, Morganton, N. C.; Medical 
College of Virginia, Richmor2, 1922; died in the 
Grace Hospital April 16, aged 68. 


Vorhaus, Martin Grossman ® New York City; Uni- 
versity Bellevue Hospital Medical College, New 
York City, 1918; specialist certified by the American 
Board of Internal Medicine; member of the 
American Gastroenterological Association; veteran 
of World War I; consultant, internal medicine, 
Hospital for Joint Diseases; in 1935 received a 
special Certificate of Merit from the American 
Medical Association for group exhibit for studies 
on crystalline vitamin B,; author of “A Guide to 
General Medical Practice,” “The Changing Patient- 
Doctor Relationship,” and “Adam's Rib”; died in the 
Lenox Hill Hospital April 29, aged 62. 


Weinstein, Adolph Joseph ® Charlotte Amalie, Vir- 
gin Islands; Long Island College Hospital, Brooklyn, 
1922; specialist certified by the American Board of 
Otolaryngology; served on the staff of the New 
York Polyclinic Medical School and Hospital in New 
York City; on the staff of Knud—Hansen Memorial 
Hospital and department of health; died April 15, 
aged 61. 


Weiss, Jacob Joseph, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1915; died in the Bronx Hospital April 21, aged 68. 


Wentworth, Ernest, Limington, Maine; College of 
Physicians and Surgeons, Boston, 1902; died April 
15, aged 85. 


Wight, Bennett Allen ® Kermit, Texas; Tulane Uni- 
versity School of Medicine, New Orleans, 1926; 
veteran of World War II; county health officer; 
member of the Kermit Chamber of Commerce; on 
the staff of the Winkler County Memorial Hospital, 
where he died April 17, aged 57. 


Wohlford, Reuben Franklin @ South Charleston, 
W. Va.; Medical College of Virginia, Richmond, 
1942; interned at Lewis—Gale Hospital in Roanoke, 
where he served a residency; veteran of World War 
Il; chief of staff and past-president of staff, Herbert 
J. Thomas Memorial Hospital, where he died April 
19, aged 45. 
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FOREIGN LETTERS 


DENMARK 


Functional Myalgias.—L. H. Leinge (Nord. med. 
61:609-611 [April 16] 1959) drew attention to the 
fact that patients with functional myalgias often 
had symptoms indicating dysfunction of the auto- 
nomic nervous system, such as coldness of the ex- 
tremities and acrocyanosis. These patients did not 
seem to tolerate the usual treatment by deep heat 
and massage, particularly short-wave diathermy. 
The reason for this might be a sympathetic domi- 


nance previously shown to occur frequently in these 


patients. Anxiety states, psychic stress, frustration, 
and maladjustment lead to autonomic imbalance 
and vascular instability associated with ischemia, 
oxidative changes, and muscular spasm induced by 
pain. A group of 27 patients with myalgia and 
objective signs of autonomic dysfunction were 
treated with indirect heat in the form of whole- 
body cold packs, under the influence of which there 
occurred a reflex vasoconstriction of short duration, 
followed by maximal dilatation and warming. These 
patients responded well to this form of treatment. 
There were no untoward reactions and all became 
free from pain or relieved of most of their symp- 
toms. This effect was indicative of an autonomic 
dysfunction in the muscles. 


INDIA 


Thoracoplasty and Ventilatory Functions.—Ghar- 
pure and Nigam (Indian Journal of Surgery, vol. 
21, February, 1959) stated that the effect of 
thoracoplasty in patients with pulmonary tubercu- 
losis is not limited to the healing of cavities; it 
may also damage the adjoining lung tissue. The 
thoracic cage on the side operated on becomes 
relatively rigid and immobile, causing diminution 
of respiratory excursions and ventilatory function. 
This is further aggravated by the deformity of the 
spine resulting from thoracoplasty. The authors 
estimated pulmonary function before and three 
months after thoracoplasty in 12 patients. The 
vital capacity was found to be uniformly lowered 
after the operation. No patient with a vital capacity 
of below 2,000 cc. was accepted for operation. The 
average normal values for maximum breathing 
capacity (MBC) in men is 150 and in women 100 
liters. An MBC below 40% of the predicted value 
is not sufficient for daily requirements. 
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In two patients in this study it was lowered to 
42 and 45 liters after thoracoplasty, making them 
more or less respiratory cripples. Two others with 
an MBC of 55 liters became dyspneic on walking 
or slight exertion. Six had an MBC of almost 100 
liters before operation and these retained good 
ventilatory capacity even after operation. The 
walking dyspneic index (walking ventilation x 
100/MBC) is important for assessing the degree 
of pulmonary insufficiency. Normally it is below 
0.3. The patient is a respiratory cripple when it 
goes above 0.5, as it did in two patients after 
thoracoplasty. Five patients had an index of 0.35 
or less and showed no symptoms of pulmonary 
insufficiency. The remaining five with a walking 
dyspneic index between 0.35 and 0.5 had restricted 
working capacity after operation. Bronchospirom- 
etry was performed to determine the relative con- 
tribution of each lung to the respiratory effort. 
Bronchoscopy was performed one week before this 
investigation to exclude stenosis of the left bron- 
chus and tracheobronchitis. It was found that the 
isolated function of each lung was quite different 
from that assessed by clinical examination. 

In two patients the contribution of the relative- 
ly healthy lung was insufficient, markedly inter- 
fering with pulmonary function. The loss of pul- 
monary function was proportional to the extent of 
the operation. All these tests helped in planning 
the treatment for pulmonary tuberculosis, since the 
aim of these investigations was screening of the 
respiratory status rather than its complete evalua- 
tion. Patients with borderline lung function usually 
have a stormy convalescence. The loss of pulmon- 
ary function three months after six-rib thoraco- 
plasty was 25 to 30% and after nine-rib thoraco- 
plasty 40 to 45%. This observation helped in assess- 
ing the ventilatory loss that would probably follow 
operation and was a reason for refusing thoraco- 
plasty in three patients. The probable advantages 
of thoracoplasty must be calculated on the amount 
of pulmonary function that would be retained after 
operation, and the operation should not be under- 
taken if it is likely to cause respiratory disability. 

To improve pulmonary function patients to be 
subjected to thoracoplasty were taught to increase 
their breathing reserve by localized breathing ex- 
ercises, especially diaphragmatic breathing, and 
breathing through the lower part of the chest while 
simultaneously relaxing the upper part. This also 
helped in preventing postoperative complications. 
Physiotherapy and exercises of the shoulder and 
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back muscles were used to prevent scoliosis and 
deformity of the shoulder. These helped in pre- 
serving pulmonary function and working capacity. 


Psoas Abscess.—Risko and Varga (Indian Journal 
of Surgery, vol. 21, February, 1959) stated that the 
findings on palpation in patients with psoas abscess 
are not always reliable. They tried to correlate 
radiologic changes with findings at operation in 30 
such patients. Changes in psoas muscles such as 
enlargement of this muscle or disappearance in its 
contours occur in other conditions besides tuber- 
culous spondylitis such as abscess of the muscle it- 
self, hematoma, perforation of a paranephric or 
appendicular abscess, rarely primary tumors, and 
sometimes after major abdominal or renal opera- 
tions. Roentgenologic examination reveals only the 
suprapelvic part of the psoas contour while the 
lower part if affected can be detected by palpation. 
In obese patients with intestinal flatulence the use 
of tomograms has given good results. Of the 30 
patients studied retroperitoneal exploration was 
performed on both sides in 5 and on one side in 25, 
revealing 40 to 500 cc. of pus or calcified caseous 
debris. Palpatory findings were negative in 11, all 
of whom were found to have psoas abscess at oper- 
ation, 7 unilaterally and 4 bilaterally. Many of them 
had calcified abscesses the size of a hen’s egg or 
smaller in the region of L-1 to L-3. Six had radiol- 
ogic evidence of psoas abscess before operation on 
both sides, and 18 had it on one side. The radio- 
gram was negative in four and doubtful in two 
because of gas formation. 

Since all these at operation were found to have 
psoas abscess, even the roentgenogram is not al- 
ways a reliable criterion, although in most of the 
patients the presence of an abscess in the psoas 
muscle was assumed on the basis of muscle en- 
largement or disappearance of the muscle border. 
Six patients had calcified debris filling the abscess 
cavity. All but one were children aged 4 to 11; 
the exception was an adult aged 31 in whom symp- 
toms had started at the age of 14 years. The pres- 
ence of calcified debris as evidenced by the roent- 
genogram indicated an early onset of the disease 
process in childhood. These lesions are not quies- 
cent, as is usually believed. In three of six patients 
with calcified debris tubercle bacilli could be dem- 
onstrated, and five patients were proved to have 
active tuberculosis by histological examination. 
Thus the mere presence of calcification does not 
assure an entirely quiescent lesion. Of the remain- 
ing 24 patients culture was positive in 19 and there 
was histological evidence of tuberculosis in 23. 
Postoperative roentgenograms were taken in 15 who 
had preoperative radiologic evidence of psoas 
abscess. The psoas shadow became normal in 11 
and was unchanged in 4, the cause of the persistent 
change in contour being an organizing hematoma 
or cicatrix as no pus was obtained on aspiration. 
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Intervertebral Disk Protrusions.—Ramamurthi and 
Jaganathan (Indian Journal of Surgery, vol. 21, 
February, 1959) reported a series of 47 patients 
with sciatica who were operated on. Of these 36 
had single lateral protrusions of intervertebral disks, 
4 had multiple disk protrusions, and 7 had central 
disk protrusions. A hemilaminectomy or quadri- 
laminectomy was performed on patients who had 
lateral disk protrusions with the patient lying prone 
with the pelvis and chest well supported. The dura 
on exposure when palpated felt hard if there was a 
disk protrusion. The nerve root was displaced 
medially to expose the protrusion. 

Of the patients with lateral disk protrusions 70% 
had them between the dura and nerve root. The 
site of rupture could be seen in the annulus fibro- 
sus which was incised when the nucleus pulposus 
protruded and could be easily picked up. The re- 
sults were good when the disk came out as a full 
sequestrum. If it required the punch and scoop to 
get the nucleus out, postoperative pain in the back 
often persisted. Postoperative results were good 
when the patients were carefully selected for oper- 
ation. In those with compression of the cauda 
equina a complete laminectomy was preferred. Re- 
sults for central disk protrusions were good and re- 
covery was complete. Those who had lumbar disk 
protrusions with predominantly orthopedic signs 
and without objective neurological signs did well 
with rest in bed and traction on both legs. If symp- 
toms persisted in spite of such treatment, operation 
was indicated and fusion of the spine after re- 
moval of the disk might be considered. 


Anesthesia in Thoracoplasty.—Singh and Kamra 
(Indian Journal of Tuberculosis, vol. 6, March, 
1959) reported a series of 400 patients who had 
thoracoplasties. In 47 of these spinal anesthesia was 
induced with a 1:1,500 solution of dibucaine, with 
the patient lying on the sound side. The disadvan- 
tages of this method of anesthesia were the pro- 
found drop in blood pressure and the fact that 
coughing is not effective and is accompanied by 
some paradoxical movement. Regional anesthesia, 
alone or in combination, was used for 348 patients; 
thiopental, nitrous oxide, oxygen, and ether for 3; 
and ether endotracheally for 2. Of the 348 patients 
only 29 required supplementary anesthesia, either 
with thiopental or ether, regional anesthesia alone 
being used for 319. The advantages of this anes- 
thesia were that full cooperation of the patient was 
possible; respiratory movements were minimal; par- 
adoxical respiration was minimal; the use of dia- 
thermy was possible; bleeding was less; and dis- 
semination of the underlying tuberculosis was 
minimal. Respiration was not hampered by the 
semiprone position, the condition of the patient at 
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the end of the operation was much more satisfac- 
tory, and postoperative nursing care was easier as 
the patient was fully conscious and cooperative. 

All patients between 10 and 15 years of age were 
operated on under regional anesthesia alone. None 
of the patients had any other tuberculous lesion. 
They were usually operated on in the lateral or 
semiprone position. Procaine was the preferred 
drug for regional anesthesia, a 0.5% solution for 
wheal raising and infiltration and a 2% solution 
for nerve block. The usual time taken for adminis- 
tering anesthesia was 20 to 30 minutes, and the 
effect lasted for about 3% hours. Ten patients were 
given thiopental in addition to regional anesthesia, 
and 19 were given ether. Blood transfusion was not 
required in most of the patients operated on under 
this anesthesia. Paradoxical respiration was not 
common. A tear in the pleura occurred in 37 pa- 
tients, but this was well compensated for in those 
in whom the vital capacity was good. There were 
four deaths in the series, all due to paradoxical 
respiration. Postoperative retention of urine devel- 
oped in some patients on whom spinal anesthesia 
was used. Paralytic ileus occurred in one patient 
after operation, spasm of the vessels of the arm in 
one, and wrist drop in two. 


Cor Pulmonale and Tuberculosis.—S. C. Kapoor 
(Indian Journal of Tuberculosis, vol. 6, March, 
1959) stated that cor pulmonale has been diagnosed 
more and more frequently in recent years as a com- 
plication of pulmonary tuberculosis. The diagnosis 
is based on the absence of any other heart disease, 
the presence of definite heart failure or at least two 
of the common clinical features, and/or unequivo- 
cal electrocardiographic evidence. Most of the cases 
reported here were discovered during the last 18 
months. In the authors’ series of 66 such patients 
the youngest was 6 and the oldest 66 years of age. 
The known duration of the pulmonary disease 
before the diagnosis of cor pulmonale varied be- 
tween six months and 28 years. Twenty-one pa- 
tients had no cardiac symptoms but 10 of these had 
suggestive clinical signs. The most constant physi- 
cal sign of cor pulmonale was a loud pulmonary 
second sound which was present in 50 patients. 
Parasternal heaving, although not well developed 
in all, was present in 33. 

Roentgenograms were not of much diagnostic 
help. The best diagnostic help was the ECG. Thus 
right ventricular hypertrophy of various grades was 
present in 34, negative T waves in two leads or 
more in 26, right bundle—branch block in 11, and 
extraordinarily high symmetrical T waves in 5. Of 
the 66 patients 18 died. Although cor pulmonale 
does occur as a complication of pulmonary tuber- 
culosis, its diagnosis is not always easy. Accentu- 
ation of the pulmonic second sound was the prin- 
cipal finding and even this may be absent. In half 
of the cases the diagnosis could not have been 
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made clinically and an ECG was required. The 
importance of diagnosing this condition lies in the 
fact that the cardiac involvement can be checked if 
detected early enough. Control of secondary lung 
infection is important in these patients and this 
alone may help in their treatment. 


ISRAEL 


Vital Statistics._The infant death rate dropped to 
30.9 per 1,000 in 1958 as compared to 33.6 in 1957. 
The general death rate was down to 5.62 per 1,000 
from 6.18 in 1957. An increase in hospital capacity 
from 3.03 beds per 1,000 population last April to 
3.1 is expected in 1959. 


In Vivo Staining in Bone Tumors.—S. Schorr and 
co-workers, at a meeting of the I. M. A. in Jeru- 
salem, stated that alizarin red S given intraven- 
ously by drip infusion to patients having malignant 
bone tumors had a definite affinity for new bone 
formation in and around malignant foci. At autop- 
sy the bones gave evidence that malignant foci 
stained with alizarin were well delimited and even 
minute foci were easily visible. Both predominant- 
ly destructive and predominantly productive malig- 
nant metastases had an affinity for alizarin red S. 
The microscopic appearance of the stained foci 
showed that even the so-called osteolytic type of 
bone metastases had active new bone formation. 
Iodinated alizarin compounds are being prepared 
to be used as possible x-ray contrast mediums. 


Intervertebral Disk Syndrome.—D. Michaeli and 
co-workers (Harefuah 45:265, 1958) treated 24 pa- 
tients who had intervertebral disk syndrome with 
ACTH and chlorpromazine in order to reduce the 
edema of the traumatized nucleus pulposus and 
the accompanying muscle spasm. Active exercise 
was encouraged in these patients. The optimum 
effect was achieved with intravenous infusions of 
10 to 20 mg. of ACTH and 50 mg. of chlorproma- 
zine in 500 ml. of normal saline solution over a 
period of eight hours. The number of infusions 
usually varie’ from 1 to 5, although some patients 
required nore. Several patients received corticos- 
teroids after the course of infusions. In most pa- 
tients dramatic relief from pain occurred within a 
few days after starting treatment, often within 24 
hours, and in most there was an objective improve- 
ment with disappearance of difficulty in straight-leg 
raising and reappearance of the ankle jerks. In 
nine patients, however, objective improvement 
was not remarkable, despite rapid subjective im- 
provement. In three there was no improvement, and 
diskectomy was performed. These three patients 
had the most severe lesions from the clinical point 
of view. In addition to the usual findings sensory 
disturbances and loss of the ankle jerks were pres- 


3 
4 
‘ 
i 
% 
at 
4 
; 
e 
: 
2 


Vol. 170, No. 13 


ent. Only 2 of the 15 patients in whom the previous 
attack had lasted less than three months failed to 
improve. When the previous attacks had lasted 
longer, the treatment was less effective. 


NORWAY 


Anticoagulant Therapy.—As Professor Owren point- 
ed out, the Quick method for the control of anti- 
coagulant therapy is not accurate enough and his 
own method is technically difficult, requiring the 
services of a specially equipped laboratory (Tids- 
skrift for den norske laegeforening, April 1, 1959). 
He has devised a new method. The all-in-one rea- 
gent he uses is dehydrated and vacuum-sealed. It 
contains an active cephalin-lecithin preparation, a 
weak thromboplastin reagent, both in optimal con- 
centrations, stabilized bovine plasma completely 
free of the four factors to be determined, and cal- 
cium in optimal concentration. The reagent keeps 
for at least a year and tests have shown unchanged 
activity after 30 days’ storage at 47 C. In solution 
and ready for use the reagent’s activity remains 
constant for at least 12 hours at room temperature 
and 72 hours at 6 C. The new method has been 
worked out for capillary blood, citrated venous 
blood, and citrated plasma. Only 0.1 ml. of blood 
is needed. The test is quickly made and the results 
are known in two or three minutes. The new method 
_ eliminates the faults of earlier methods and reduces 
the risks of hemorrhages to a minimum. Its sim- 
plicity means that a minimum of experience is re- 
quired of physicians who wish to make use of it. 


Open-Door Policy in Asylums.—On the women’s 
side of the Gaustad state asylum for care of the in- 
sane near Oslo much has been done in recent years 
to dispense with the locked-door policy, in spite of 
the difficulties experienced in retrieving escapees. 
The shops in the neighborhood have learned to 
deal helpfully with them, and their brief outings 
teach them to adjust themselves better to their cir- 
cumstances within the hospital. Due in part to ad- 
vances in pharmacology, vocational therapy, and 
greater freedom in the asylum, the past seven or 
eight years have shown a marked increase in the 
hospital's annual turnover. According to P. Sundby 
and co-workers (Tidsskrift for den norske laege- 
forening, April 1, 1959) the number of new ad- 
missions rose from 107 in 1950 to 189 in 1957, and 
the number of discharges from 96 to 173 in the same 
period. The number of readmissions remained at 
45 to 50%. Since the asylum’s capacity has been in- 
creased by the increase in turnover the waiting list 
has been so shortened that it is now rare for a new 
admission to be much delayed. 


How a General Practitioner Spends His Time.— 
Working as a general practitioner in a farming and 
mining community Dr. O. H. Iversen (Tidsskrift 
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for den norske laegeforening, April 15, 1959) kept 
a minute record for 18 months of all he did. The 
treatment of respiratory diseases accounted for 15% 
of his practice. Mental and emotional diseases ac- 
counted for only 3%. Among the laboratory tests 
performed hemoglobin determinations came first 
with 688, sedimentation rate determinations came 
second with 390, and microscopic examinations of 
urinary sediment came third with 94. Among the 
operations performed dental extractions numbered 
653, incisions 80, punctures 14, and sutures of 
wounds 19. In 56 patients the tympanum was 
punctured, and in 28 warts or small tumors were 
removed. In 30 patients varicose veins were treated 
by injection. Each consultation took an average of 
23 and each house call 54 minutes. The relatively 
high income of many physicians in private medical 
practice is only possible because of the long hours 
they put in. 


Training Medical Students Abroad.—After World 
War II many prospective medical students had to go 
abroad because there was no room for them in 
Norwegian medical schools. By the end of 1958 the 
number of these medical expatriates was 690. Com- 
menting on their fate in Tidsskrift for den norske 
laegeforening, April 15, Prof. A. Strém pointed out 
that they outnumbered the home-trained medical 
students, since the present entry of students to Nor- 
way’s two medical schools is only 130 yearly. Be- 
fore 1958 it was only 100 yearly. At present there 
are hospital vacancies enough for both home- 
trained and foreign-trained students, but the author 
foresaw a not distant day when the physician re- 
turning to Norway will find the medical profession 
painfully overcrowded. While he would not dis- 
courage the prospective physician with a natural 
bent for the art of healing he suggested that when 
earning a living is the main objective, the medical 
student contemplating a costly course of studies 
abroad would do well to think twice. 


SWEDEN 


Medullary Sponge Kidney.—Medullary sponge kid- 
ney is a condition in which all or part of the medulla 
of the kidney presents a sponge-like appearance, 
owing to the presence of multiple cysts and cavities 
formed by dilatation of the collecting tubules. N. 
Lindvall ( Acta radiol. 51:193-206 [March] 1959) re- 
ported on a series of 35 patients with this condition. 
According to the roentgenograms the changes were 
bilateral in 23 and unilateral in 12. The ages of the 
patients ranged from 16 to 62 years. The progress 
of some patients was followed for as long as 16 
years. In all the diagnoses were made from the uro- 
grams. The changes were of all grades, from a few 
cavities in a single pyramid of one kidney to multi- 
ple cavities in all the pyramids bilaterally. Enlarge- 
ment of the involved pyramids was observed in 31 


4 
| 
| 
| 
‘ 
| 
| 
4 
ag 
¥ 
: 


158/1578 


kidneys. Even in parts of the kidney where no 
cavities were visible some kidneys showed enlarged 
papillae and general hypertrophy, suggestive of the 
presence of changes which had not been directly 
shown, and the calices of the enlarged papillae 
were also enlarged. 

In all but two patients from one to several hun- 
dred calculi were present, most of them round and 
dense and sometimes disposed in groups, thus pre- 
senting so distinctive a picture that the diagnosis 
was suggested even in conventional roentgenograms. 
If at the same time there was enlargement of the 
kidney, the diagnosis could in some cases be made 
without recourse to urography. During the obser- 
vation period the only roentgenologic changes were 
signs of pyelonephritis, the formation or disappear- 
ance of stones (after passing), or the appearance of 
hydronephrosis due to the passage of a calculus. 
Malformations within the urinary tract, such as 
caliceal cysts and hypoplasia, were found in only 
four patients. 

The conditions and changes that might be roent- 
genologically confused with medullary sponge kid- 
ney are renal tuberculosis, papillary necrosis, 
caliceal diverticula and cysts, tubular stasis, and 
various forms of nephrocalcinosis. As the clinical 
findings of medullary sponge kidney are determined 
solely by the complications, the diagnosis rests with 
the roentgenologist; it is facilitated by the fact that 
the changes do not appreciably affect the excretion 
of contrast medium. Medullary sponge kidney is so 
common that it deserves more attention than it has 
received. 


Mortality and Muscle Relaxants.—The use of muscle 
relaxants is steadily increasing. T. Gordh (Acta 
anaesth. scandinav. 3:35-40, 1959) studied the use 
of such drugs in patients undergoing urologic, ab- 
dominal, and cancer operations. After intravenous 
injection of the drug the patients breathed 100% 
oxygen. Intubation if indicated was performed un- 
der the relaxation obtained with succinylcholine 
chloride, the dose usually not exceeding 50 mg. 
The required depth of anesthesia and relaxation 
were maintained by injections of a 5% narcobarbital 
solution and succinylcholine, administered at ap- 
propriate intervals. The gases inhaled consisted of a 
mixture of oxygen, | liter per minute, and a maxi- 
mum of 3 liters of nitrous oxide per minute in a semi- 
closed system. In intra-abdominal surgery local 
infiltration of 0.5% lidocaine with epinephrine was 
occasionally used along the line of incision. In the 
years 1946 to 1957, in a total number each year of 
4,000 to 5,000 patients, the postoperative mortality 
varied yearly from 1.1 to 1.6% while muscle relax- 
ants were used with a frequency increasing from 
1.0% in 1947 to 36.7% in 1957. The increase in the 
use of muscle relaxants occurred at the expense of 
the use of ether and spinal and local anesthetics. 
From 1944 to 1945 no muscle relaxants were used 
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for operations on the biliary system. Succinylcholine 
was introduced in 1950. While the use of muscle 
relaxants in biliary operations has increased from 
0 to 95.3%, the mortality has not changed. 


Circulatory Disturbances in Osteoarthritis.—A. 
Hulth (Acta orthop. scandinav. 28:81-89, 1958) re- 
ported that intraosseous venographies of femoral 
heads were performed on 15 patients with osteo- 
arthritis. Normally venograms showed circumflex 
veins. In patients with osteoarthritis of the hip 
venograms were characterized by accumulation of 
dye in the femoral head, evacuation of the contrast 
medium from the head occurring mainly via medul- 
lary veins coursing distally into the femoral shaft. 
The injection in patients with osteoarthritis was 
painful, but in persons with normal or slightly 
affected hips it was almost painless. In patients 
with osteoarthritis the venous pathways from the 
site of injection were entirely changed. The contrast 
medium in the diseased hips had to traverse a much 
longer intraosseous course before entering the large 
extraosseous veins, i. e., the femoroiliac veins. The 
pathological cancellous tissue in an arthritic femoral 
head created conditions for intraosseous venography 
that were entirely different from those encountered 
in normal bone. The contrast medium in the former 
might take a “false” course. It looked, however, on 
the roentgenogram as if the injected contrast 
medium had spread out in the entire femoral head 
and could therefore run out via epiphysial and 
metaphysial veins, if such veins existed. It was thus 
possible that these so-called retinacular veins had 
ceased to function in the severely osteoarthritic hip. 
The venogram might indicate a real venous stasis. 


Diskography.—S. Nordlander and co-workers (Acta 
orthop. scandinav. 28:90-102, 1958) made a roent- 
genologic analysis of 73 patients with low back pain, 
sciatica, or both. Operation had been performed 
on all and most had undergone both myelography 
and diskography. The authors were unable to show 
that diskography was superior to myelography for 
routine diagnosis of herniation of an intervertebral 
disk, but it was difficult in part of this series to make 
a diskographic analysis. The authors concluded that 
there was good reason to stick to the use of myelog- 
raphy with injection of water-soluble contrast 
medium in routine examination for disk herniation 
producing nerve-root eompression in patients with 
low back pain and sciatica, but that diskography 
could be used as a complementary method of exam- 
ination. 


Epiphysiolysis Capitis Femoris.—N. Lindstrém 
(Acta orthop. scandinav. 28:131-146, 1958) reported 
that between 1944 and 1955 54 hips in 51 patients 
were treated at the orthopedic clinic in Harnésand 
for epiphysiolysis of the femoral head; 26 hips were 
fixed in situ, 4 were treated by closed reduction, and 
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subcapital wedge osteotomy was performed on 24. 
In one of the latter no internal fixation was per- 
formed, but all the others were fixed with a three- 
flanged nail except one which was fixed in situ by 
a wing screw. The follow-up period was about 4% 
years. There was no necrosis of the femoral head 
in those hips nailed in situ. One patient treated by 
closed reduction had such a necrosis. Of those who 
underwent subcapital wedge osteotomy one had 
total and one partial necrosis of the femoral head, 
and one had traumatic arthritis with destruction of 
the joint cartilage. There were no poor results from 
fixation with a three-flanged nail, so this method of 
fixation was recommended by the author. Because 
the danger of necrosis occurring in patients with 
extensive slipping is great, the reduction must be 
handled with extreme care. The results of the sub- 
capital wedge osteotomies with simultaneous nailing 
were satisfactory. 


Depressions in Patients Treated with Reserpine.— 
K. Jensen (Acta psychiat. et neurol. scandinav. 
34:195-204, 1959) reported on 11 women, all hos- 
pitalized because of depressions appearing after 1 
to 10 months’ treatment with reserpine for hyperten- 
sion in daily doses of 0.50 to 0.75 mg. One patient 
had been given a whole-root preparation of Rau- 
wolfia serpentina, containing 0.3 mg. of reserpine. 
The patients were aged from 42 to 76 years. A 
predisposition to depression was present in five. The 
symptoms were a deep sensation of unhappiness, 
frequent crying, restlessness, and anxiety. One pa- 
tient attempted suicide. Seven patients were given 
electroconvulsive treatment, two a combination of 
electroconvulsive treatment and chlorpromazine, 
and two had chlorpromazine only. The treatment 
gave good results in all. About six months after leav- 
ing hospital two patients were again given reserpine 
and had to be readmitted to the hospital because of 
depression. Since the discontinuation of treatment 
with reserpine did not a!ways bring about cessation 
of the symptoms, it was not supposed that reserpine 
was the only cause of symptoms but rather that it 
was a precipitating factor. 


Multiple Injuries.—I. Palmer (Opuscula med. 4:83- 
90 [March] 1959) studied a series of 65 patients 
with multiple injuries. These patients had an aver- 
age of 33 injuries each. Manifest shock was present 
in 41. The treatment should be directed against the 
following conditions in the following order of 
priority: (1) shock, continuous bleeding, respira- 
tory obstacles, and epidural hematoma; (2) intesti- 
nal and gastric injuries; (3) large wounds; (4) 
fractures; and (5) head injuries. On account of the 
multiplicity of the injuries treatment of fractures 
must be divided into a primary and a secondary 
definitive phase. The healing of each injury seemed 
not to be delayed by the presence of other injuries. 
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Prognosis of Cardiac Infarction.—Helander and 
Levander (Acta med. scandinav. 163:289-304, 1959) 
studied some of the factors in the composition of the 
material which could influence the primary mor- 
tality and the long-term prognosis of patients with 
cardiac infarction. A series of 286 patients were 
divided with regard to the age, sex, and severity of 
the first attack of the myocardial infarction. The 
primary mortality was 32%. The difference in the 
primary mortality in relation to the age and sex of 
the patients was most clearly marked between the 
older and the younger women, being 48 and 6% 
respectively. While it was postulated previously 
that women had a higher mortality than men, this 
seemed to apply to the older women only. The 
difference between the older and the younger 
groups was less marked among men. Differences in 
the composition of various materials regarding the 
age and sex of the patients could therefore de- 
cisively influence the result. 

In estimating the 5-year survival rate the authors 
analyzed the 232 patients who survived their first 
attack of cardiac infarction. After five years 58% 
were still alive. The severity of the infarction did 
not influence the continued course as markedly as 
the primary mortality. The difference which be- 
came apparent in the primary mortality between the 
younger and the older women was not matched by a 
similar difference in five-year survival rate, 62 and 
49% respectively. A comparison between the five- 
year survival rate after the first attack of myocardial 
infarction in this series, on the one hand, and in a 
Stockholm population of the same age, on the other 
hand, showed a greatly increased mortality among 
the former. Autopsy showed that in 42 of the 80 
patients examined there was thrombosis in the 
coronary artery. There was a coronary embolism in 
one. 

There proved to be a good correlation between 
the electrocardiographic and the autopsy findings, 
as regards the localization of the infarction. Among 
the electrocardiographic changes the atrioventricu- 
lar and the intraventricular heart block seemed to 
signify an essentially aggravated prognosis, with a 
69% primary mortality as against 23% in patients 
whose ECG showed no such changes. A complete 
regression of electrocardiographic changes was 
noted in 23 paients. Of the 135 who survived for 
five years 85 were still alive at the follow-up exam- 
ination time, i. e., on the average eight and one-half 
years after the myocardial infarction. Of the latter 
78 were given a control examination; 21 were norm- 
ally active and 23 were completely disabled. 
Twenty-four were free of angina pectoris. Of the 
abovementioned 78 patients 23 had had at least one 
relapse. 


Primary Hyperparathyroidism.—J. Hellstrém (Nord. 
med. 61:551-556 [April 9] 1959) studied a series of 
115 patients with hyperparathyroidism observed 
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during the period 1930-1957. In more than 80% the 
diagnosis was made after 1950. Radiologically ob- 
servable changes in the kidneys in the form of 
calculi or nephrocalcinosis were noted in 85%, In 
52 patients 103 operations for renal calculi were 
performed. One patient underwent six operations. 
The author believed 3 to 5% of all cases of renal 
calculi were due to hyperparathyroidism. In all 
patients with hyperparathyroidism, even those in 
whom no radiologic changes in the kidneys were 
seen, a renal lesion was present. In the earlier stages 
this was functional and transient after successful 
parathyroidectomy; in the later stages it became 
structural, persistent, or progressive although the 
hyperpacathyroidism was cured by operation. 

As a manifestation of this renal lesion there was 
always impairment of the concentrating power of 
the kidney. Normal concentrating power almost 
surely excluded hyperparathyroidism. Among these 
patients 70% had hypertension and in several this 
led to incapacity or death from cerebral complica- 
tions. The main cause of the hypertension was prob- 
ably the renal damage. As regarded the skeletal 
changes osteitis fibrosa occurred less often in recent 
than in former times. In 8 patients the first symptom 
was a giant-cell tumor in the upper or lower jaw. 
The skeletal changes always healed, functionally if 
not anatomically. Peptic ulcer occurred in 33% of 
the males and 5% of the females. The diagnosis of 
hyperparathyroidism rested on clinical symptoms, 
radiologic examination, and laboratory procedures. 
Even a slight rise in the blood calcium level (10.5 
to 11.0 mg. per 100 ml.) should arouse suspicion of 
hyperparathyroidism. 

The prognosis of untreated hyperparathyroidism 
was generally poor. The prognosis after parathy- 
roidectomy depended mainly on the degree of renal 
damage at the time of operation. In 22% of the 
author's series the operation was unsuccessful or 
incomplete. The reasons for this were removal of an 
insufficient number of glands in multiple adenoma 
or primary hyperplasia; confusion with lymph nodes 
or adenoma of the thyroid; very small adenomas; 
and abnormal location, the adenomas being en- 
closed in the thymus or the thyroid, or displaced to 
the mediastinum. In view of these difficulties and 
of the many yet unanswered questions concerning 
the pathogenesis of hyperparathyroidism, patients 
with this disease should be referred to hospitals that 
have the best facilities for its treatment. 


New Operation for Gastric Ulcer.—Instead of re- 
ducing the volume of the stomach by half or more 
in the course of a partial gastrectomy, an opera- 
tion that causes lasting inconvenience to about 
50% of all patients so treated, Dr. S. Hedenstedt 
of Lulea uses 4 to 6 in. of small intestinal tissue to 
replace the resected stomach and retain the stom- 
ach volume. The follow-up period in about 33 of 
his series of about 100 patients treated by this 
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method was two years, and in these patients the 
operations proved very successful. Another ad- 
vantage of the method was that it offset the post- 
operative effect of reduced formation of blood 
corpuscles, formerly a frequent result of gastric 
operations. The 3 or 4% of patients who suffered 
from disabling complications after the first opera- 
tion have had a second operation with surprisingly 
good results. 


Professor Crafoord Honored.—Prof. Clarence Cra- 
foord of Stockholm, the well-known thoracic sur- 
geon, was named Doctor Honoris Causa at the 
University of Cérdoba in Argentina. Last year 
Professor Crafoord and his co-workers performed 
a series of operations in Argentina and demon- 
strated their heart-lung machine. 


Implantation Metastases in Renal Pelvis.—A. E. 
Nilson (Acta chir. scandinav. 116:306-314, 1958/ 
1959) reported on five patients who had recurrent 
tumors of the bladder with secondary tumors of 
the renal pelvis. In three a urethral catheter was 
introduced and retrograde pyelography performed 
on the involved side to verify the diagnosis of 
pelvic tumor. Excretion in the affected kidney had 
ceased in one of these patients and was lowered 
in the others. In no instance had ureteral catheteri- 
zation preceded the discovery of the renal pelvic 
tumor. Vesicoureteral reflux was detected prior to 
or at the same time as the renal pelvic tumor, 
three to eight years after the treatment of the 
initial bladder tumor. In no case in which the ori- 
fices were judged to be normal on cystoscopic in- 
spection could vesicoureteral reflux be demon- 
strated. Cystoscopy revealed appreciable anatomic 
changes in all the ureteral orifices in which cys- 
tography disclosed reflux. There was strong evi- 
dence that implantation metastases from the 
bladder to the upper urinary tract might occur in 
the presence of defective valvular function with 
accompanying vesicoureteral reflux, permitting the 
retrograde transport of tumor cells. When vesicou- 
reteral reflux is demonstrated, frequent urographic 
examinations of the upper urinary tract should be 
performed to facilitate early detection of implan- 
tation metastases. 


Coccygodynia and Rhizotomy.—Bohm and Franks- 
son (Acta chir. scandinav. 116:264-267, 1958/ 
1959) reported on 15 patients with coccygodynia, 
7 of whom had previously undergone rectal sur- 
gery and were treated by division of the lower 
sacral nerve roots. The operation relieved the pain 
completely in seven of the eight patients with 
“idiopathic” coccygodynia and in all seven who 
had rectal operations. In the patients who had 
undergone rectal surgery, a neurotraumatic cause 
of the coccygodynia was an important possibility, 
according to the authors. One patient was still 
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alive and apparently without metastases. The 
others died fairly soon after rhizotomy. It is there- 
fore possible that carcinomatous recurrences caused 
the pain in the coccygeal region. Rhizotomy in 
these patients must therefore be regarded as a 
purely denervating operation and as an alternative 
to chordotomy. The writers commented that the 
latter operation was a major undertaking and, if 
done bilaterally, might entail significant dis- 
ability. A limited root section, the procedure in 
the present series, involves negligible neurological 
loss. The drawback of rhizotomy is that spread of 
the cancer gives rise to pain from other structures. 
The effect of rhizotomy may thus be transient. The 
most suitable patients for rhizotomy would seem 
to be those in whom the pain has long been con- 
centrated in the coccygeal region. 


UNITED KINGDOM 


College of Surgeons Criticized.—A few weeks ago a 
Sunday newspaper carried photographs showing 
the president and council of the Royal College of 
Surgeons of England listening to the Hunterian 
oration. The names of the surgeons in the front 
two rows were given in full under the photograph 
so that they could easily be identified. In other 
papers gossip-column writers described a party 
held in the rooms of the college where stars of a 
television serial called “Emergency Ward 10” drank 
cocktails with some of the leading surgeons. All this 
was part of a publicity drive to get money for new 
buildings for the college. 

This method of obtaining publicity was severely 
criticized in an editorial by the British Medical 
Journal, which said that if the college wanted 
money it should obtain it without loss of dignity 
and without giving publicity to the members of its 
council. Exception was also taken to full-page ad- 
vertisements in the New Statesman and Spectator, 
announcing a television program called “Surgeon,” 
in which the names of the president and six mem- 
bers of the college council were mentioned, com- 
plete with qualifications, distinctions, and honors. 
Criticism was also made of a picture in a Sunday 
newspaper of the president of the college rehears- 
ing for a television show. The British Medical Jour- 
nal thinks that bad advice was given to the college 
by its publicity experts. It would be a pity if the 
college, in achieving its goal of raising $8,500,000, 
found that it had lost something more precious than 
money in the process. 


Malignant Melanoma.—Encouraged by successful 
experience with autogenous marrow replacement 
after large-field irradiation Westbury and co-work- 
ers treated a patient who had disseminated malig- 
nant melanoma with a massive intravenous dose of 
mannomustine hydrochloride, a cytotoxic drug, fol- 
lowed by reinfusion of the patient’s own stored 
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marrow (Lancet 1:968, 1959). The patient, a wom- 
an aged 38, was referred for treatment after the 
excision of a malignant melanoma over the right 
scapula. The primary site was irradiated, and after 
preoperative irradiation an axillary block dissection 
was performed. Within two months nodules ap- 
peared in the scalp, axilla, thorax, and thighs, and, 
in addition to gross enlargement of the liver, the 
brain also appeared to be involved. Radiography 
showed scattered metastases in the lungs. Bone 
marrow containing 800 million cells was aspirated 
under anesthesia from the sternum, iliac crests, 
and vertebral spines and stored at —79 C. Then 
3,000 mg. of mannomustine was given intravenous- 
ly over five days by rapid injection in a continuous 
5% dextrose solution drip. In addition the patient 
received prednisone, perphenazine, tetracycline, 
and vitamin K. After the course of mannomustine 
was completed the stored marrow was thawed, re- 
constituted, and injected intravenously. 

Regression of skin nodules began almost imme- 
diately, followed by a fall in the lymphocyte con- 
centration and depression of the total leukocyte 
count. Within a few days headache, vertigo, and 
vomiting set in. The patient lapsed into uncon- 
sciousness and died one week after the marrow 
reinfusion. Death was due to hemorrhage into a 
necrotic metastasis in the left cerebellar hemis- 
phere. At autopsy many of the nodules were seen 
to have regressed and undergone extensive central 
necrosis. 

This case demonstrated that a large dose of a 
cytotoxic drug may be given with remarkably few 
side-effects, and yet produce a rapid and dramatic 
shrinkage of melanomatous deposits. Death from 
cerebral hemorrhage occurred too soon for the re- 
sults of marrow transfusion to be seen in the circu- 
lating blood, but postmortem examination of the 
marrow suggested that regeneration was taking 
place. The rapid and unexpected regression of the 
deposits was sufficiently encouraging to warrant 
further trial of this method in similar advanced 
cases. 


Incidence of Gonorrhea Increasing.—According to 
a circular sent from the Ministry of Health to local 
health officers gonorrhea is increasing, particularly 
among women. In 1951 14,975 new cases in men 
and 3,089 in women were seen in the venereal 
disease clinics in England and Wales. In 1957 cor- 
responding figures were 19,695 and 4,737. This 
represents an increase of 31% for men and 53% for 
women. This is a real increase and not merely a 
higher proportion of patients being treated. The 
increase continued in 1958. The Ministry of Health 
stated that a relatively small group of promiscuous 
infected women constitutes the most important 
factor in the spread of the disease, and it is this 
steadily increasing group that is the principal cause 
for concern. Although the number of women known 
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to be infected is much smaller than the number 
of men, the proportion of the former who remain 
untreated is probably higher because infection is 
not so obvious in women. The Ministery of Health 
has asked local health officers to review arrange- 
ments for tracing contacts. This increase in the in- 
cidence of gonorrhea may be due to an increase in 
the number of strains of penicillin-resistant gono- 
cocci, to the belief that penicillin has made gon- 
orrhea an easily cured infection, and to the ignor- 
ance of the public about the nature of the disease. 


Clearance Rate of Insulin.—The rate of clearance 
of insulin labeled with radioactive iodine from sub- 
cutaneous sites in normal subjects and diabetics 
was studied by Joiner (Lancet 1:904, 1959). The 
labeled insulin was injected subcutaneously into 
various sites in the arm, leg, and abdomen in 97 
control subjects of both sexes, mainly doctors and 
nurses, and serial counts taken at 30-second inter- 
vals over the injection site with a Geiger counter. 
All observations were made at a constant room 
temperature of 32 C and a standard injection of 8 
units of insulin in 0.2 ml. of physiological saline 
solution, which corresponds to 1 me. of radio- 
activity, was given. As an added protection for the 
thyroid gland 10 mg. of potassium iodide was given 
orally to most subjects before the experiment. In 
men the half-life of the isotope was 67 + 11 min- 
utes from the arm, 123 + 18 minutes from the leg, 
and 76 + 20 minutes from the abdomen. The cor- 
responding figures for women were 55 + 7, 
99 + 12, and 76 + 20 minutes respectively. Varia- 
tion in volume and concentration of the insulin 
and in the amount of exercise taken had no sig- 
nificant effect on the rate of clearance. The differ- 
ences between the clearance rate in the arm and 
leg and between men and women were statistically 
significant. The rate of absorption of the insulin 
was significantly increased by the addition of hy- 
aluronidase. 

The radioactive insulin was also given subcu- 
taneously to 41 diabetic patients. The clearance 
was slower in women than men, and in diabetics 
whose disease was of long standing than in those 
whose disease was of recent origin. As in normal 
subjects exercise had no effect on the rate of insu- 
lin clearance, which seemed to increase with age. 
Delayed absorption was not a significant factor in 
poorly controlled diabetics. A preliminary study 
indicated a possible association between lipodys- 
trophy and delayed clearance. 


Increase in Incidence of Leprosy.—The Minister of 
Health stated in Parliament that there are 275 pa- 
tients with leprosy in the United Kingdom. One 
member asked why the number of cases has in- 
creased from 46 in 1951 to the present figure. He 
thought that the situation was becoming serious, 
since the disease is contracted outside the country 
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and brought in by immigrants. In his opinion there 
should be some regulations to prevent the uncon- 
trolled entry of immigrants suffering from the dis- 
ease. The minister said that there is no evidence 
that leprosy is spreading. There are two special 
units in the country where inpatient treatment can 
be given. Sufferers from the disease can also be 
treated as outpatients in the infectious and tropical 
disease hospitals. 


Breast Abscesses and Antibiotics.—According to 
Knight and Nolan breast abscesses in the puerperi- 
um are becoming resistant to treatment with anti- 
biotics (Brit. M. J. 1:1224, 1959). They noted that 
the duration of infection and morbidity in 100 
women with puerperal breast abscesses who re- 
quired hospitalization was greater than in a com- 
parable group studied in the same hospital 16 
years ago, before the use of antibiotics. The in- 
crease was attributed partly to the widespread use 
of these. At the moment there is a high degree of 
antibiotic resistance in the strains of Staphylo- 
coccus aureus isolated from puerperal breast ab- 
scesses; 93% were found to be resistant to penicillin, 
55% to streptomycin, 40% to oxytetracycline, but 
only 1% to chloramphenicol, which is regarded as 
the preferred antibiotic. When the organism is anti- 
biotic-resistant the pathological features are modi- 
fied unfavorably. Tissue necrosis and pus formation 
are retarded, while repair proceeds uninhibited, but 
a thick fibrous wall forms around the abscess, de- 
laying resolution and preventing collapse of the 
cavity after incision. A further result of this in- 
creased fibrosis is the tendency to produce unsight- 
ly shrunken breasts. 

The incidence of mastitis and breast abscess in 
women delivered in hospital was found to be more 
than double that in women who had home con- 
finements. This was associated with the heavy col- 
onization of the baby’s nasopharynx with organ- 
isms from the hospital environment in which it 
spends the first few days of life. These organisms 
were the same as those recovered from the breast 
abscesses, but were different from those carried in 
the mother’s nares. Another important etiological 
factor in these breast infections was milk engorge- 
ment, which often resulted from stopping breast 
feeding without taking adequate measures to sup- 
press lactation and empty the breasts. At least 33% 
of those with breast abscesses had stopped breast 
feeding as soon as they left hospital. The authors 
suggested that the incidence of puerperal breast 
abscess could be reduced by allowing mothers who 
wish to bottle-feed their babies to do so straight 
away. Lactation can be suppressed with diethylstil- 
bestrol in these patients and in those in whom 
breast feeding is stopped for any reason. Antibiot- 
ics should be given if infection is suspected, but 
if there is no local response to these after two days 
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their administration should be stopped. The anti- 
biotic least likely to cause resistance is chloram- 
phenicol. 


Mass Radiography and Cancer of Lung.—It is gen- 
erally accepted that mass radiography of the chest 
offers the best known single means of detecting, as 
rapidly and as economically as possible, significant 
intrathoracic lesions in the general population. Na- 
tional morbidity figures suggest that at present 
mass radiography does not find more than 10% of 
all new cases of cancer of the lung in England and 
Wales, but it can be an effective method for locat- 
ing early cases before symptoms appear. Posner 
and co-workers attempted to assess the value of 
conventional routine mass radiography in detecting 
early asymptomatic cases of carcinoma of the lung 
by comparing cases found by this means with those 
discovered among patients referred by general prac- 
titioners because of suspicious symptoms (Brit. 
M. J. 1:1213, 1959). A comparison of the resecta- 
bility of the lesions in the two groups of patients 
was made. A slightly higher rate of resectability 
was found in those discovered in routine mass radi- 
ography surveys, although this was not statistic- 
ally significant. The two-year survival rates, 
irrespective of treatment, were higher in the mass 
radiography group (25%) than in the general prac- 
titioner referrals (20%). A larger proportion in the 
mass radiography group underwent lobectomy than 
in the other group. The patients with symptoms 
were usually referred by general practitioners with- 
out undue delay, and most resections were per- 
formed within the first two months after radiog- 
raphy. 

The most disturbing finding was the small num- 
ber of silent lesions that were discovered by routine 
mass radiography. This might have been due to 
radiographic technique, because small peripheral 
lesions were often not distinct enough to be noted, 
even by experienced observers, on 35-mm. film. At 
present both cancer of the lung and active tuber- 
culosis are found predominantly in men over 35, 
and it is in this age group that the main effort of 
mass radiography should be concentrated. It is 
recommended that more 100-mm. x-ray units, with 
their superior quality and size of film, should be in- 
stalled to deal with the larger number of patients, 
particularly men in the critical age group. 


Xanthocillin.—The local use of a new antibiotic, 
xanthocillin, was described by F. R. Bettley (Brit. 
M. J. 1:1226, 1959). Xanthocillin, derived from 
Penicillium notatum, was isolated in the form of 
yellow crystals containing two distinct chemical 
components with similar properties. It is not suit- 
able for systemic use because of its toxic properties 
and poor absorption, and so it is limited to topical 
application. In vitro tests have shown that most of 
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the common gram-positive and gram-negative 
pathogens, including Proteus and Pseudomonas 
aeruginosa, are sensitive to the antibiotic, which 
also has some suppressive action on Mycobacterium 
tuberculosis and some pathogenic fungi and yeasts. 
Bacterial resistance develops very slowly, and no 
cross-resistance to other antibiotics has been re- 
ported. Patch tests showed no irritating or sensitiz- 
ing properties. Bettley has treated infected eczema- 
tous and intertriginous eruptions with a cream con- 
taining xanthocillin. Most of the patients had al- 
ready been treated with other antibiotics or with 
antiseptic applications. In no case did the antibi- 
otic act as a primary irritant or sensitizer. In some 
patients there was a rapid and striking improve- 
ment, after other antibiotics had failed, while in 
others it was of no apparent benefit. The general 
impression was that the results were favorable, and 
that a more extensive tria! was warranted. 


Carcinogenesis and Cosmetics.—In a debate in the 
House of Lords a member asked if azo or other 
synthetic dyes were used in lipsticks, whether such 
dyes were toxic or carcinogenic, and whether any 
control was exercised over their incorporation into 
lipsticks. Dyes are in fact used in lipsticks, and 
they may be absorbed by ingestion or through the 
skin. There is no control over their use, as there is 
in the manufacture of foodstuffs. Thirty synthetic 
colors are allowed as additives to food, but none 
are known or suspected carcinogens. Nearly 200 
dyes and pigments are used in the cosmetics in- 
dustry, excluding those used in hair dyes. It is 
suggested that only certain dyes should be used 
in the manufacture of cosmetics. This would reduce 
any carcinogenic hazard. Apart from dyes estrogens 
are sometimes added. These are known to cause 
cancer in animals and probably in man. Unlike 
substances having a direct toxic action the estro- 
gens are only carcinogenic when used for 20 years 
or more, Other toxic results such as dermatitis 
make their appearance within a short time. There 
is much to be said for controlling the constituents 
of cosmetics and insuring that no known or sus- 
pected carcinogenic agents are used in their manu- 
facture. 


Too Little Spent on Medical Research.—At the 
annual meeting of the Royal Society of Health, 
Lord Cohen of Birkenhead, its president, said that 
Britain is spending far too little on medical re- 
search. Although much has been accomplished in 
the conquest of disease, four scourges call for in- 
tensive research. These are cancer, heart disease, 
arthritis, and mental illness. Cancer is responsible 
for about 20% of all deaths in Great Britain. Cor- 
onary disease, strokes, high blood pressure, and 
other forms of heart disease have accounted for 
50%. Many of the most killing forms of heart dis- 
ease occur among active persons in their 40's and 
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50's. Rheumatism, while not a fatal disease, is a 
major cause of disability. It is disconcerting to re- 
flect that half of the total hospital beds in the coun- 
try are occupied by patients suffering from mental 
illness. Thus 1 in 250 of the population now occu- 
pies a bed in a mental hospital. Research requires 
not only new ideas but also money. Intelligent ex- 
penditures for research are limited by the number 
of men and women of sufficient quality and dedi- 
cation who can be found to do this work, but even 
so, said Lord Cohen, we could and should spend 
far more than we do. 


Working Women.—At the same meeting Dr. Alice 
M. Stewart said that modern society was ill-adapted 
to the needs of women over 40 years of age. She 
opposed the notion that woman’s place is in the 
home and added that one could as well say, “Man’s 
place is behind a wheelbarrow.” On the other hand 
the most contented mothers and wives are the ones 
who have succeeded in combining housework with 
other occupations. More day nurseries are needed 
so that young mothers can go out to work. Some 
of them could run the nurseries. 


Drug Output Doubled.—Britain’s drug industry is 
expanding. Output and exports have more than 
doubled since 1948, yet the increase in labor has 
been less than 10%, according to the annual report 
of the Association of the British Pharmaceutical 
Industry. Sales to the National Health Service 
(NHS) accounted for only about 33% of the in- 
dustry’s output. Australia was the chief overseas 
buyer, followed by Nigeria, New Zealand, and the 
Union of South Africa. Throughout the past 10 
years the cost of drugs has loomed large in Parlia- 
mentary and public discussions of the NHS, al- 
though manufacturers and wholesalers still receive 
no more than 7% of the total NHS expenditure. 
There is a need to assemble facts about the pro- 
vision and use of drugs, particularly the savings to 
the NHS and the economy at large which the use 
of modern drugs produce, so that the question of 
NHS expenditure on drugs can be viewed in its 
true perspective. Members of the association in- 
formed the committee of the British association that 
they would welcome the adoption of the metric 
system in Great Britain and could implement it 
within a year. Most members also favored a deci- 
mal monetary system. 


Mental Health.—Mr. Walker-Smith, Minister of 
Health, called on county and borough councils to 
expand their mental health services to meet the 
new concept of care of the mentally disordered in 
the community, as far as possible, rather than in 
hospital. The new order will require close cooper- 
ation among the hospital, local health officers, and 
family doctors. When more of the mentally dis- 
ordered are being helped to live independent and 
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useful lives in the community, more will remain 
under the care of family doctors. In the treatment 
of mental patients three principles that are some- 
times in conflict must be balanced: the patient's 
treatment, the patient’s liberty, and protection of 
the community. Local health authorities are urged 
to provide training centers for mentally disturbed 
children up to the age of 16 years, who are re- 
garded as suitable for training. These children 
should live at the center from Monday to Friday, 
or for'a school term, returning home at week-ends 
or during holidays. There should be regular medical 
inspection, dental treatment, meals, and milk pro- 
vided on lines similar to those in schools for normal 
children. Adult training centers are also needed but 
should be given a lower priority. 


Luminous Watch Dials.—At the same meeting Sir 
Ernest R. Carling said that a Swiss firm was using 
radioactive strontium to luminize watch dials. This 
is known to have done serious harm to one wearer. 
These watches may be bought in Great Britain. 


Tetanus from Wound Dressings.—After the occur- 
rence of five postoperative cases of tetanus within 
a fortnight in one hospital the Medical Research 
Council requested the Public Health Laboratory 
Service to investigate possible methods by which 
infection with tetanus spores might be conveyed in 
hospitals. The study was made by 14 laboratories. 
All the materials commonly used for wound dress- 
ings were examined by boiling samples with nu- 
trient broth. This kills all organisms except tetanus 
spores. Growths surviving this procedure were then 
subcultured on slopes of horse blood agar and con- 
firmatory tests of identity of Clostridium tetani were 
made. Cl. tetani was found in samples of absorbent 
cotton, gauze swabs, and stockinet. The most fre- 
quently contaminated form of dressing was un- 
bleached absorbent cotton; 100 samples of this were 
examined in various parts of Great Britain and 
tetanus spores were found in 20. 

On the other hand only one packet in 122 of 
bleached absorbent cotton was found to contain 
the spores. The use of unbleached cotton would 
explain outbreaks of tetanus infection in hospitals 
where in other respects every attempt is made to 
preserve sterility. It is therefore recommended that 
all dressings and particularly absorbent cotton be 
sterilized before being taken into the operating 
rooms. Other possible sources of infection were in- 
vestigated. Tetanus spores were found in the air 
intake ducts and in the wall plaster of operating 
rooms. Rubber gloves were not examined, but it is 
well known that they may be dusted with poten- 
tially contaminated powder and are by no means 
always properly sterilized. It was concluded that 
every attempt should be made to prevent tetanus 
spores being carried into the operating room by air, 
street dust, dressings, or any other route. 
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CORRESPONDENCE 


OXYGEN IN THE THERAPY OF 
CYANIDE POISONING 


To the Editor:—During experiments on sublethal 
intoxication of rats by intravenously given potas- 
sium cyanide (Levine and Wenk, J. Nerv. & Ment. 
Dis., to be published), slightly more cyanide was 
required to induce brain lesions if oxygen was ad- 
ministered than if the experiment was conducted 
in air. Further work on mice showed that the LD5» 
of potassium cyanide was slightly increased (10 to 
20%) by administration of oxygen; survival time 
after fatal doses was increased also. These results 
suggested the possibility that oxygen might be 
useful in the therapy of cyanide poisoning. 
Textbooks on pharmacology and toxicology ad- 
vise the nitrite and thiosulfate method of Chen 
and Rose (J. A. M. A. 149:113, 1952; 162:1154, 
1956) as the treatment of choice. In most textbooks 
oxygen is not mentioned or is advised only when 
respiration has ceased and artificial respiration is 
required. Salter (Textbook of Pharmacology: Prin- 
ciples and Application of Pharmacology to the 
Practice of Medicine, Philadelphia, W. B. Saunders 
Company, 1952) stated that the rationale for the 
use of oxygen was not very sound because cyanide 
produces a histotoxic anoxia in which tissues are 
incapable of utilizing oxygen. Locket (Clinical 
Toxicology: Clinical Diagnosis and Treatment of 
Poisoning, St. Louis, C. V. Mosby Company, 1957 ) 
went further and stated: “If a cyanide has been 
taken do not waste time with . . . artificial respira- 
tion or administration of oxygen.” However, Soll- 
mann (Manual of Pharmacology and Its Applica- 
tions to Therapeutics and Toxicology, ed. 8, Phila- 
delphia, W. B. Saunders Company, 1957), referred 
to the work of Gordh and Norberg (Acta physiol. 
scandinav. 13:26, 1947) who found that rabbits 
in a preterminal state of poisoning after receiving 
lethal doses of cyanide could be saved by oxygen. 
Ferraro and Kilman (Psychiatric. Quart. 7:115, 
1933) and Jervis (Riv. pat. nerv. 50:410, 1937) 
stated that cyanide poisoned cats were revived by 
oxygen. Ferraloro (Sperimentale 84:115, 1930) re- 
ported that survival of cyanide-poisoned guinea 
pigs was prolonged by increased oxygen tension. 
Wirth (Zentrabl. f. Gewerbehyg. 24:258, 1937) 
found that oxygen speeded the recovery of cyanide- 
poisoned cats and rabbits, and carbon dioxide was 
not indicated. Paulet (Arch. internat. physiol. 
63:340, 1955) found that oxygen saved dogs that 
had received lethal doses of cyanide, and its ef- 
fect was even greater when given under slightly 


increased pressure. H. J. Taylor (personal commu- 
nication) was able to save cyanide-poisoned cats 
by inducing a high-pressure oxygen convulsion! 

Breathing pure oxygen increases the arterial 
saturation of hemoglobin above the normal 97.5% 
level and increases the amount of oxygen physi- 
cally dissolved in plasma, the two mechanisms 
augmenting the total oxygen by 11% (Comroe and 
Dripps, Physiological Basis for Oxygen Therapy, 
Springfield, Ill., Charles C Thomas, Publisher, 
1950). Paulet attributed the beneficial effect of 
increased oxygen transport to augmentation of that 
small proportion of cellular respiration which is 
independent of cytochrome oxidase (the enzyme 
inhibited by cyanide). Even if the metabolic effect 
of oxygen is small, it may prolong life enough to 
give detoxification mechanisms (natural and thera- 
peutic) a chance to operate. 

Oxygen is a readily available therapeutic agent, 
and its use in cyanide poisoning should not be 
neglected. Probably it should be used even after 
administration of nitrites and thiosulfate, as the 
methemoglobinemia induced by this treatment re- 
duces the ability of blood to carry oxygen to the 
brain. 

SeyMour Levine, M.D. 
St. Francis Hospital 

25 E. Hamilton PI. 
Jersey City 2, N. J. 


FORMATION OF LIPIDS 


To the Editor:—The paper by Holman, McGill, 
Strong, and Geer in THE JouRNAL, May 23, page 
416, presents evidence for the local formation of 
iipids rather than filtration into the arterial bed in 
the pathogenesis of arteriosclerosis. The cause is 
ascribed to special manufacture by the local cells 
for lipids as well as enzyme-hormonal] influence. 
The fatty streaking in human arteries is considered 
the earliest stage of the arteriosclerotic process. 
They, however, ignore physical causes considered 
by previous investigators, particularly Moschco- 
witz, who stressed the importance of a combina- 
tion of factors of which the most important are 
the prolonged normal intravascular pressure plus 
perivascular resistance. Vascular constriction is an- 
other factor affecting local resistance. I have shown 
(Angiology 6:556-566 [Dec.] 1955) that this results 
in intimal proliferation followed by fibrosis, throm- 
bosis, infarction, and gangrene—the second, third, 
and fourth stages according to Holman and asso- 
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ciates. I suggested that the early pathological 
changes in the vessel resulted from a local ischemia 
due to the pressure. Whether the lipid formation 
resulted from this ischemia is conjectural. From 
the lipid streaking concentrated around the ostia 
of the branches of the aorta, as illustrated in the 
article of Holman and his group, one may reason- 
ably conclude that lipid formation or infiltration 
favors areas under increased pressure and resist- 
ance. 

Junius Kaunirz, M.D. 

300 Central Park West 

New York 24. 


NOCTURNAL HABITS OF SNAKES 


To the Editor:—In Tue JournaL, May 16, 1959, 
pages 268 to 272, is a good article by McCreary and 
Wurzel on poisonous snake bites. On page 270 is a 
puzzling statement that “All the Crotalidae are 
front-fanged serpents, generally nocturnal in their 
habits, and usually capable swimmers.” 

I am in my late 60's, have lived all my life in 
what may be correctly called rattlesnake country, 
and have seen many rattlesnakes in their natural 
habitat. I have heard accounts of persons sleeping 
on the ground at night and being bitten by rattle- 
snakes, but I have been unable to obtain verifica- 
tion of any such account. Especially in this western 
country it has been my observation that the rattle- 
snake stays in the relatively cool shaded areas dur- 
ing the hotter portion of the day. Especially at 
altitudes above 2,000 ft., the nights are frequently 
quite cool and snakes become lethargic. I would 
appreciate a comment on this alleged nocturnal 
habit of rattlesnakes, since the quoted statement is 
contrary to my experience. 


Joun H. Scuaerer, M.D. 
1525 S. Broadway 
Los Angeles 15. 


The above comment was referred to the authors 
of the article cited, and they have submitted the 
following reply. 


To the Editor:—Mr. Roger Conant, curator of rep- 
tiles at the Philadelphia Zoo, tells us that most of 
the rattlesnakes in the humid East and Southeast 
become nocturnal during very hot weather. They 
remain hidden during the daylight hours and do 
their prowling and hunting after the ground and 
air have cooled. The situation is somewhat different 
in the arid regions where the temperature rises very 
high during the daylight hours, especially when 
there are no clouds. In these regions temperatures 
tend to drop considerably at night, and this is 
especially true at higher altitudes. Nocturnal tem- 
peratures in these areas may be too low to stimulate 
the snake into activity. However, Mr. Conant tells 
us that the herpetologists who live in the West say 
that it is most unusual to find rattlesnakes about at 
any time of the day except in the spring of the year 
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when they have recently emerged from hiberna- 
tion, when they are hungry, or when the mating 
instinct is strong and when temperatures in the 
sun are not too severe. We would assume that much 
of Dr. Schaefer’s experience with rattlesnakes has 
been in such arid country. 


Tuomas W. McCreary, M.D. 
A. WurzeL, M.D. 
3600 Spruce St. 

Philadelphia 4. 
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RETIREMENT CRITERIA FOR PHYSICIANS 
Norman L, Goldberg, M.D., St. Petersburg, Fla. 


Dissociation from medical practice, with its im- 
plications of retirement and leisure for the physi- 
cian, presents a problem that has been discussed 
too infrequently in our medical journals. Yet it has 
become a dominant conversational topic among 
colleagues in hospital lounges as well as inter- 
departmental and intradepartmental staff members 
of our institutions for medical teaching. The ma- 
jestic attraction of the word “retirement” ap- 
proaches in popularity the term “baseball” in gath- 
erings of seasoned physicians; their conversations 
are frequently threaded with attempts at solution. 
Indeed, free discussions concerning retirement have 
their embryonic origin not infrequently at such 
early stages as the resident training period. 

Usually before middle age, and sooner rather 
than later, the physician becomes confronted with 
the problem of desire for voluntary separation from 
professional duties, assuming he survives long 
enough. As life expectancy has become lengthened, 
more physicians face the decision of retiring volun- 
tarily. Today’s influences on the industrial worker, 
the corporate executive, and the organizational 
employee are each receiving extensive sociological 
study concerning their retirement problems. Re- 
search studies applicable to the intrinsic pressures 
on our medical member groups have been deprived 
of parallel investigation or attention. It should 
suffice to point out that physicians affiliated with 
medical educational and veterans’ facilities; the 
departments of the Army, Navy, and Air Force; 
and medical departments of industry, in many 
instances, retire mandatorily at a fixed age, usually 
65 years. Hence the even greater importance of the 
problem when applied to the self-employed and 
unregimented individual practitioner or specialist. 

Are there basic criteria, direct or implied, that 
should apply to careful short-range or long-range 
planning for retirement? What might they be? 
Should our thinking be schooled in a philosophy 
toward this end? And can one justifiably enumerate 
a few fundamental, nontheoretical reasons for sep- 
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arating oneself from the wear and tear of applica- 
tion to patient care? Should the selfish interests of 
oneself and dependents, after prolonged educa- 
tional and specialized training periods, influence 
one’s decision? 

Answers to these questions require medicosocial 
investigation into today’s society, in the conserva- 
tion of our store of specially trained manpower, and 
in the “carnival of economic change.” Attempts on 
the part of the individual doctor to resolve his per- 
sonal basic requirements leave him confused, in- 
secure, and engulfed by “the doctor's dilemma.” 
Common sense dictates that a plan be designed to 
provide comfort in retirement for the physician and 
his family. In essence his spiritual, mental, physical, 
and financial prerequisites must be satisfactorily 
fulfilled. Preparations excluding these provisions 
lead to pathetic degenerative parasitism not alone 
for the physician but equally shared by his de- 
pendents. 

Let us divert our thinking for the moment from 
leisure substitutes, programs for retirement, and 
those philosophical and compensatory pleasantries 
which may precede or follow cessation from active 
practice, and confront ourselves with a few of the 
basic criteria for retirement. 


Proverbial Routine 


Unfortunately, soon after launching into active 
practice, the enthusiastic young physician, con- 
scientious, forthright, and usually married and with 
dependent children, begins to establish a “way of 
medical life.” Customarily, this pursues a day-to-day 
pattern, relatively invariable, which with seasoning 
and maturity inadvertently blends into a character- 
istic over-all repetitiousness. In due time, varying 
degrees of deviation from this rather set “design 
for professional living” produce irritability toward 
his family, inducing an obvious restlessness of man- 
ner and often developing into an intermittent feel- 
ing of “internal jitters.” By contrast, however, a 
conscientious stability with external charm, warmth, 
and gentleness toward patients always appears on 
the surface, evidenced by the physician’s well de- 
veloped and stylistically accomplished art of han- 
dling patients. 

Thus with longevity in practice, exposed as it is 
to fluctuant influences, there develop deep, con- 
flicting urges to divorce oneself from medical work. 
This may well approach a status inconsistent with 
the maintenance of smooth, balanced, and _ inte- 
grated behavior which is required by physical, 
mental, and emotional demands. Such wavering 
compulsiveness, once established, points toward 
the need for retiring. Should this compulsive de- 
terminism remain unbroken, it likens the physician 
to a soft-shelled crab exposed to a shark; and in- 
voluntary retirement becomes imminent. This need 
for separation from professional duties becomes 
conclusive when test instances of repeated vacations 
fail to alleviate the compulsion. 
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Predisposing Tensions 


In contemporary medical practice, whether in- 
stitutional, industrial, or individual, subjective pres- 
sures, either intermittent or sustained, are invariably 
present. These may be termed intangible pressures 
and may be enumerated: competitive influences, 
hurried medical life, desire for making and sus- 
taining professional and other contacts, civic ac- 
tivities, social impositions of family life, and reli- 
gious participation. Of perhaps even greater import 
is the universal problem of a physician’s becoming 
overtaxed by patient load; and, more important, 
his dedication dictates that he play the role of 
“Lord Bountiful” to their abundant and varied 
personal problems. Other pressures are too numer- 
ous to relate. Their cumulative sequelae over the 
years, despite the transient forgetfulness and dilution 
afforded by relaxation and infrequent vacations, 
precipitate uncontrolled inner tensions. Should 
these tensions rise above the level of the physician's 
subconscious, they disturb his behavior pattern. 
Frequently objective behavior changes are detected 
by his colleagues and eventually become apparent 
to members of his family. Uncontrolled tensions, 
sustained and manifest, are of paramount signifi- 
cance in determining the need for retirement. 


Prophetic Planning 


Men of medicine as educators, practitioners, or 
trained specialists become individualists and non- 
conformists in their thinking and in their methods 
as well as in their aspirations. Yet lurking in their 
mental recesses is a uniformity of thought con- 
cerned with the sunset of their days, far off on the 
visible horizon of life. Whether the young or old 
physician smokes a pipe, cigar, or cigarette (filtered 
or otherwise), a plan for retirement presents one 
sphere of thought in which self-initiated, unadulter- 
ated, and filtered thinking must be unique and 
exclusive unto himself. This point I wish to empha- 
size and make unmistakable. 

The planning of a retirement program cannot 
begin too early in the life of the practicing physi- 
cian. Formulation of a prudent, adjustable arrange- 
ment, within the framework of an established pro- 
gram, is not only desirable but essential to our 
changing times. Nevertheless, flexibility within a 
program adaptable to current changing personal 
and family conditions should be decided on free 
from contaminating influences. Conclusive advice 
should not be sought from medical colleagues, 
lawyers, accountants, bankers, insurance or stock 
brokers, estate analysts, and consultants, nor, above 
all, from successful acquaintances and patients. 
One’s projected plan should be constructed on one’s 
own thinking and by oneself alone. (Naturally, this 
statement should not be construed to exclude 
periodic and frequent discussions between the 
physician and his wife or other vitally concerned 
members of his family. It also does not preclude a 
full understanding and familiarity with reliable 
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source material on all forms of investments, such 
as insurance, real estate, stocks and bonds, and 
business investments.) Fewer errors of judgment 
compatible with one’s ultimate needs are likely to 
occur. 

The physician alone is cognizant of the inter- 
play of his emotional, social, economic, and familial 
requirements. Not only for the present but also for 
the future must he assert an imaginative daring in 
planning fulfillment of his varied needs. Because 
the physician and his family are to become the 
recipients of benefits derived from such an attitude, 
he must remain a consistent thinker. His lack of 
prior business training and acumen presupposes 
that he now develop new initiative and creativ- 
ity. A term well suited for such a premeditated 
plan as described, I like to think, is “organic plan- 
ning with flexibility.” To better understand and 
appreciate “organic planning with flexibility” let 
me paraphrase and interpret. In principle, one’s 
program should not be composed of separate and 
unrelated forms, fragments, or parcels of invest- 
ments, but rather it should be a plan in which each 
and every investment is likely to appreciate and 
grow logically as a consequence to prior ones. Such 
planning should possess adequate diversification and 
be amenable to reanalysis and reevaluation, since 
from time to time new and added personal require- 
ments occur. 

Once established, a program should be adhered 


to with tenacious loyalty, free from divergence and 
manipulation with a speculative tinge. Patient long- 
range fidelity to a carefully selected program will 
yield for the physician pride of accomplishment, 
enhancement of content, and a paradoxical im- 
provement for solving old and new problems. 


Perception and Conditioning 


Assuming a flexible and organic retirement pro- 
gram has been patterned to his needs, the physician 
should begin to anticipate his expected severance 
date from practice. This should be established suffi- 
ciently in advance to allow him to prepare himself. 
Essentially when should such preparation begin, 
and in what should it consist? 

Adequate security from financial returns, un- 
doubtedly basic and essential, is of no greater im- 
portance to the physician than the conditioning of 
his outlook and thinking after actual cessation from 
medical practice. The amount of time to spend on 
such preparatory effort not only is distinctly indi- 
vidual but should result exclusively from personal 
soul-searching and self-analysis. Progress along this 
line is slow and often discouraging. However, for 
practical purposes, no less than several months to 
two years or longer should be spent on this matter 
in advance of the projected date of retirement. 

A detailed and analytic outline of the character- 
istic intricacies and peculiarities of the physician’s 
way of life in practice must be carefully thought 
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out. This is as diverse as the many races, cultures, 
personalities, and folkways comprising the funda- 
mental moods, moral views, and customs of any 
group. This can and must be accomplished by the 
physician with little outside help, preferably on his 
own and through persistent effort. The younger the 
retiring physician the easier it becomes for him to 
establish with facility a contented attitude toward 
his expectations on his retirement. The more com- 
pletely one can detach his emotional attitude from 
his practice the better is he conditioned for retire- 
ment. Let me assure you that any degree of dis- 
content experienced after retirement from active 
practice will be fleeting, despite one’s apprehensive- 
ness. The ultimate attainment of proper adjustment 
is wholly dependent on conquering and eliminating 
certain attitudes toward oneself, family, and patient 
acquaintances. The periodic essays appearing in 
THE JournaL in the “Leisure Corner” department 
have been beneficial from this point of view. 


Leisure Substitutes 


Customarily, the newly retired person faces a 
brief transitional period after cessation from prior 
activities. As a former practitioner one is usually 
dismayed and bewildered in spite of the apparent 
perfection with which he is conditioned to his new 
anticipations. With courage he should be ever con- 
scious of the presence of a silvery lining beyond 
each seemingly endless but passing cloud. 

Generally, the physician has made plans for a 
brief or prolonged vacation to forestall this period. 
There may or may not be a preplanned removal 
of his family to begin a new life in an entirely new 
place. Whatever the selection, the once feverishly 
occupied life of a doctor must become transformed 
into a tranquil, unrepressed new life. 

The diverse activities which intelligent members 
of our profession can choose are too numerous to 
tabulate. Blessed with wisdom and _ interesting 
temperaments, our colleagues are fit for any one of 
many leisure substitutes. One may choose among 
indoor and outdoor activities, cultural enjoyments, 
travel interests, civic and club participation, medical 
research, reading, writing, religious activities, and 
a family togetherness heretofore but incompletely 
enjoyed. The adoption of any one or more of these 
as a pastime will offer companionship and 
camaraderie that will become enjoyably time- 
consuming; and, above all, the physician will en- 
joy a general well-being, emancipated from his 
professional concerns. 

For you, yesterday’s and today’s sameness of life 
in medicine will move unruffled into tomorrow's 
bountiful life. As an advisor to sufferers of mankind, 
countless blessings can be yours for the seeking; 
for what seemed a difficult challenge now becomes 
eased by gracious acceptance. To you will be offered 
contentment and serenity as a new and hopeful 
paradise unfolds. 


23 
: 
Ag 
ay 
4 
ahd 
< 
‘ 
» 
4 
: 
Z 
pie 
= 
joi 


Vol. 170, No. 13 


169/1589 


MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Diuretic Effect of Steroid Therapy in Obstinate 
Heart Failure. J. N. Mickerson and J. Swale. Brit. 
M. J. 1:876-883 (April 4) 1959 [London]. 


The authors report on 4 men and 9 women, be- 
tween the ages of 41 and 82 years, with refractory 
congestive heart failure who were treated with 
prednisolone at the Charing Cross Hospital in 
London. Clinical observations suggested an initial 
coexistent endocrine overactivity followed subse- 
quently by adrenal cortical insufficiency. This prem- 
ise was supported by the presence of hypona- 
tremia, a normal or elevated serum potassium level 
with an increased blood urea in these patients with 
chronic heart failure, which had become resistant 
to therapy with digitalis, a low-salt diet, and 
diuretics. The urinary excretion of 17-ketosteroids 
was estimated in 4 of these patients, and in 2 the 
corticoid excretion was also assessed. Subnormal 
values were obtained in each patient, and in one 
they were consistent with a diagnosis of Addison’s 
disease. After administration of corticotropin the 
urinary excretion of these adrenocorticoids in- 
creased in each patient and was accepted as evi- 
dence that hypoadrenocorticism was due to failure 
of the anterior pituitary rather than to adrenal 
cortical failure. 

Replacement therapy with prednisolone given in 
doses of 5 mg. 3 times a day for the first 24 to 48 
hours, followed by a maintenance dose of 2.5 mg. 
2 or 3 times daily, greatly enhanced response to 
diuretics in all 13 patients who received this treat- 
ment. All were relieved of congestive heart failure 
and also, when coexistent, of left ventricular failure. 
Two patients died of pulmonary embolism after 1 
and 2 weeks of prednisolone therapy respectively. 
These results, considered in conjunction with those 
previously recorded in patients with congestive 
heart failure, suggest a pattern of events contribut- 
ing to the formation of edema. The pituitary— 
adrenal mechanism, already fully extended in re- 
sponse to congestive failure, becomes exhausted, 
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antidiuretic hormone overactivity persists, and wa- 
ter retention occurs, with resulting tissue fluid hy- 
potonicity. It is unlikely that the diuresis induced 
by prednisolone was due to increased urinary loss 
of sodium, since all the patients had a decreased 
serum sodium level before the institution of steroid 
therapy, and the serum sodium concentration in- 
creased and remained at a normal level despite a 
profuse diuresis. It must, therefore, be assumed 
that the increased urinary output was due to a 
predominant water diuresis. Parallels are drawn 
between the edema of late-stage congestive heart 
failure, nephrotic edema, and starvation edema. 


Streptococcal and Non-streptococcal Sore Throat. 
V. Esmann. Acta med. scandinav. 163:265-276 (no. 
4) 1959 (In English) [Stockholm]. 


Sore throat is a frequent symptom in several 
common acute infections, such as streptococcic in- 
fections of the pharynx, diphtheria, mononucleosis, 
Vincent’s disease, influenza, or primary atypical 
pneumonia. In addition, the group of so-called un- 
differentiated acute respiratory diseases sometimes 
presents a clinical picture which may readily be 
mistaken for a streptococcic sore throat. It has been 
demonstrated that the new virus group (adeno- 
virus) is responsible for a large proportion of these 
cases. In an attempt to elucidate how often such 
infections are due to beta-hemolytic streptococci or 
how often they may be ascribed to other causes, 
the author made studies on 81 patients who were 
acutely ill, with a sore throat as the predominant 
symptom. The series originated from the clienteles 
of 20 general practitioners. Pharyngeal material 
was obtained by rubbing a sterile cotton swab 
against the tonsils, the soft palate, and the oro- 
pharynx. The streptococci were identified by their 
colonial morphology and their ability to produce 
beta-hemolysis on blood-agar plates. Both doubtful 
and typical colonies of streptococci were isolated 
and studied for group and T antigens. The anti- 
streptolysin titer (AST) was determined by the 
method of Kalbak. The antistreptococcic—hyaluroni- 
dase titer (ASH) was determined at the Danish 
State Serum Institute by the turbidimetric method 
of Faber. 

Growth of streptococci was obtained in 34 (or 
42%) of the patients. An increase in AST was found 
to be a significant sign of streptococcic sore throat, 
when this increase amounted to 100% of the initial 
AST, and when the convalescent-phase titer ex- 
ceeded 1:100. An increase in the ASH was found to 
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be a significant sign of streptococcic sore throat, 
when the convalescent-phase titer exceeded 1:9000. 
A significant increase in one or both antibodies was 
revealed in 62% of the patients. A significant in- 
crease in the antibody formation against adenovirus 
occurred in 3 patients with sore throat, and a ques- 
tionable increase was seen in 1 patient. One of the 
significant increases occurred in a patient with 
mononucleosis who may have had a superimposed 
adenovirus infection. The Paul-Bunnell test showed 
definitely increased titers in 6 patients with sore 
throat, who all revealed hematological findings 
characteristic of mononucleosis. Smears of necrotic 
tonsillar tissue from 2 patients with Vincent's dis- 
ease showed fusiform bacilli and spirilla in large 
numbers. Forty-four per cent of the 81 patients 
with sore throat had to be classified as having un- 
differentiated respiratory disease. Like most other 
investigations this study showed that streptococcic 
and nonstreptococcic sore throat cannot be differ- 
entiated on the basis of clinical observations, ex- 
cept that the absence of redness of the fauces sug- 
gests that the case is of nonstreptococcic origin. 
The bacteriological study of pharyngeal flora not 
only is of great diagnostic importance but also is a 
valuable aid for therapy. 


Survival in Acute Myocardial Infarction: Factors 
Observed in 318 Patients. E. E. Harnagel, V. V. 
Jelinek, A. A. Andonian and C. W. Ulrich. Cali- 


fornia Med. 90:264-267 (April) 1959 [San Francisco]. 


Factors influencing mortality were studied in 
318 patients with acute myocardial infarction, ad- 
mitted to the California Hospital in Los Angeles 
during 1949-1951. There were 228 men and 90 
women, ranging in age from 33 to 86 years. The 
average age of the men was 60 years, and of the 
women 65' years. The mortality in women was 
44.4%, in men 39.5%, and in the total series 41%. 
The death rate increased with the age of the pa- 
tient. Twenty-six per cent of all deaths occurred 
within the first 24 hours, 44% within 72 hours, and 
71% within the first week after hospital admission. 
Increased mortality rate was associated with pre- 
vious history of congestive failure, myocardial in- 
farction, hypertension, or cardiomegaly. Among 
the circumstances immediately preceding infarc- 
tion, only surgical operation or massive hemorrhage 
(usually gastrointestinal) appeared to influence the 
outcome. Not only the presence but also the degree 
of shock, congestive heart failure, cyanosis, and 
dyspnea adversely influenced the chances of sur- 
vival. Duration, location, radiation, and number of 
attacks of pain did not seem to be associated with 
extraordinary mortality rates. Patients with an- 
terior infarction, particularly if it occurred at the 
septum, had the poorer prognosis. The prognosis 
was likewise poor in those with combined anterior 
and posterior infarctions. Thromboembolic compli- 
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cations and certain disorders of rhythm and of con- 
duction definitely worsened prognosis. The authors 
emphasize the necessity of classifying acute myo- 
cardial infarction for prognostic purposes, which 
not only would increase knowledge of the history 
of the disease but also would supply valuable con- 
trol data for future investigations of therapeutic 
agents. 


Reversal of Tuberculin Reaction in Early Tuber- 
culosis. J. M. Adams, V. A. Kalajan, B. O. Mork and 
others. Dis. Chest. 35:348-356 (April) 1959 [Chi- 


cago]. 


The authors report on 160 persons with a pre- 
vious negative reaction to the tuberculin skin test, 
in whom the reaction turned to positive (con- 
verters). They were divided into 3 groups: Thirty- 
five (group A) were infants, aged less than one 
year, who were assumed to have had a previous 
negative skin reaction because of their age; 87 
(group B) were persons who had turned from nega- 
tive to positive within 3 months; and 38 (group C) 
were those who had done so within 12 months. Of 
the 160 persons, 121 (28 of group A, 69 of group B, 
and 24 of group C) were then followed by repeated 
tuberculin tests for signs of change in their reac- 
tions to the tuberculin tests. Sixty-eight (56%) of 
the 121 persons showed a change in their skin re- 
activity from a positive to a negative reaction 
(reverters). Of these 68 persons, 17 (60%) belonged 
to group A, 40 (58%) belonged to group B, and 11 
(46%) belonged to group C. By arranging the 68 
persons according to the degree of their skin reac- 
tivity, it appeared that the ratio of reverters was 
76% among those with a reactivity of 14+, 50% 
among those with a reactivity of 2+, 38% among 
those with a reactivity of 3+, and 17% among 
those with a reactivity of 4+. 

The reasons for this surprisingly high rate of 
change are unknown, but it may represent early 
detection of tuberculous infection in persons who 
might otherwise go unrecognized at this stage of 
their disease. By repeated skin testing of persons 
with known negative and positive reactions to the 
tuberculin test, the natural history of tuberculosis 
may become better understood. Roentgenologic 
studies were performed on 97 persons in this series 
and revealed a direct relationship of the findings 
with the degree of change in tuberculin reactivity. 
The persons with negative chest roentgenograms 
showed a high rate of reversal; in contrast, no 
change in skin reactivity was found when the roent- 
genologic findings indicated a “presumably active” 
lesion. 

When guinea pigs, inoculated with strains of 
mycobacterium tuberculosis, were treated with 
isoniazid, their skin reactivity to tuberculin was 
reduced as compared with that of untreated con- 
trol animals. If treatment was begun at the time 
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of inoculation, some animals failed to have a posi- 
tive reaction, and all had negative cultures. If 
treatment was delayed, all had positive reactions 
to the skin test, and a few showed signs of tuber- 
culosis at autopsy and by culture. 


The Incidence of Cancer in Chronic Leukemia and 
in Polycythemia Vera. J. H. Lawrence and W. G. 
Donald Jr. Am. J. M. Sc. 287:488-498 (April) 1959 
[Philadelphia]. 


A review of the literature and of a series of cases 
of primary malignancy occurring in patients with 
chronic lymphatic leukemia, chronic myelogenous 
leukemia, and polycythemia vera suggests an in- 
creased incidence of cancer in these conditions. In 
leukemia, there is no indication from reported cases 
of a predilection for any specific organ or system. 
With polycythemia vera, however, there is a high 
incidence of renal malignancy—17 cases in 630 pa- 
tients; but aside from the kidney no apparent close 
association with an organ has been observed. The 
role of radiation therapy in the production of 
associated malignancies is not clear. In the authors’ 
own series and in other reported series of patients 
with polycythemia vera, there has been no indica- 
tion of an increase in malignancy in the radiation- 
treated group as opposed to the group treated by 
other methods, but the number of patients is not 
large enough for adequate comparison. No series 
of untreated patients with leukemia is available 
for analysis, but in the experience of the authors 


and in reports in the literature there is no indica- 
tion that radiation in these patients has produced 
malignancy. In agreement with the experience of 
others, the authors found that patients with poly- 
cythemia vera and with chronic leukemia have an 
increased susceptibility to malignancy, but this 
susceptibility is not produced by radiation therapy. 


Phenethylbiguanide in Diabetic Patients: Clinical 
and Metabolic Effects: T. H. Lambert. California 
Med. 90:257-260 (April) 1959 [San Francisco]. 


A new nonsulfonylurea, hypoglycemic com- 
pound, phenethylbiguanide (N’-betaphenethylfor- 
mamidinyliminourea hydrochloride [DBI]), was 
given orally to 70 unselected and nonobese pa- 
tients with diabetes mellitus. There were 34 males 
and 36 females, ranging in age from 6 to 84 years. 
The patients were studied for periods which varied 
from 7 days to 16 months; 53 were hospitalized, 
and 17 were outpatients. Their diabetic condition 
had existed from 1 year to 29 years, the average 
duration being 10.6 years. All the patients had 
been observed while being treated by diet alone, 
or by diet and insulin. The dosage of phenethyl- 
biguanide varied; adults were given at the begin- 
ning 150 mg. and children 75 mg. of the drug in 
divided daily doses. An adequate control of dia- 
betes was obtained with phenethylbiguanide alone 
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in 27 patients, ranging in age from 40 to 73 years. 
These patients required 50 to 225 mg. of the drug 
daily. In 10 of them side-effects, such as anorexia, 
nausea, vomiting, or diarrhea, appeared 1 or 2 
weeks after treatment was started. These effects 
subsided in some despite continuation of treatment, 
and in others after a temporary reduction of the 
dosage. 

Treatment with phenethylbiguanide was discon- 
tinued in 12 patients because of untoward mani- 
festations attributed to ketosis or to irritation of 
the gastrointestinal tract or to some unknown cause. 
Whether the phenethylbiguanide tablets were given 
before, during, or after the meals, or whether anti- 
spasmodics or antacids were given before or after 
the drug did not seem to influence these unpleasant 
symptoms. A more stable control of diabetes was 
maintained in 11 patients with the combined ad- 
ministration of phenethylbiguanide and _ insulin. 
Two patients in whom the disease was well con- 
trolled were lost to observation, and in 18 the drug 
had no demonstrable hypoglycemic action. How- 
ever, no evidence of serious toxicity was demon- 
strated in clinical and metabolic studies; there was 
no impairment of liver or kidney function; and no 
changes were seen in repeated hematological 
studies after the administration of phenethylbigua- 
nide. 


The Primary Mortality and the 5-Year Prognosis of 
Cardiac Infarction: A Study Which Considers in 
Particular How the Prognosis Is Affected by the 
Composition of the Material as Regards the Age 
and the Sex of the Patients and the Severity of the 
Infarction. S. Helander and M. Levander. Acta 
med. scandinav. 163:289-304 (no. 4) 1959 (In Eng- 
lish) [Stockholm]. 


This report is concerned with 286 patients, 173 
men and 113 women, who were treated for their 
first attack of cardiac infarction at the Karolinska 
sjukhuset, Stockholm, during the years between 
1940 and 1949. The aim of the investigation was 
to study some of the factors in the composition of 
the case material which could influence the primary 
mortality and the long-term prognosis of patients 
with cardiac infarction. For this reason the patients 
were classified with regard to age, sex, and severity 
of the first attack of myocardial infarction. As re- 
gards the severity of the attacks, patients showing 
the clinical picture of shock, with a marked fall in 
blood pressure in the first days of illness, were 
classed under group 1. Those manifesting no shock 
but otherwise presenting the complete picture of 
cardiac infarction, with fever, raised erythrocyte 
sedimentation rate, and leukocytosis, were classi- 
fied as group 2. Those with milder cases, in which 
only electrocardiographic tracings showed evidence 
of cardiac infarction, were classified as group 3. The 
primary mortality was 54% in group 1, 27% in 
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group 2, and 4% in group 3. The difference in the 
primary mortality in relation to age and sex of the 
patients was most clearly marked between the 
older and the younger women (48 and 6% respec- 
tively). It was postulated previously that women 
have a higher mortality than men; this seems to 
apply to older women only. 

For the estimation of the 5-year survival rate, 
the authors had at their disposal the records of 232 
patients. Fifty-eight per cent were still alive after 5 
years. The severity of the infarction did not influ- 
ence the continued course as markedly as it did 
the primary mortality (50% survivals in group 1 
against 62% in group 2; the difference is not sta- 
tistically significant). It is noteworthy that in group 
3 the 5-year survival rate was as low as 42%. The 
difference in the primary mortality between the 
younger and the older women was not matched by 
a similarly marked difference in the 5-year survival 
rate (62 and 49% respectively). A comparison be- 
tween the 5-year survival rate of patients after the 
first attack of myocardial infarction, on the one 
hand, and of the population of Stockholm of a 
comparable age, on the other hand, showed a 
markedly increased mortality among the former. 
There was thrombosis in the coronary artery in 42 
of 80 cases studied at autopsy, and coronary em- 
bolism in 1 case. 

The electrocardiographic records and the post- 
mortem findings showed good correlation with re- 
gard to the localization of the infarction. Electro- 
cardiographic evidences of atrioventricular and of 
intraventricular heart block were indicative of a 
poor prognosis, inasmuch as these patients had a 
primary mortality of 69%, compared with 23% for 
patients in whom electrocardiographic tracings did 
not show such changes. Of 135 patients who sur- 
vived 5 years after the infarction, 85 were still alive 
an average of 8% years after the primary infarction. 
Examination of 78 of these patients revealed that 
21 could maintain a normal activity, 34 had a low- 
ered capacity, and 23 were invalids. Fifty-four pa- 
tients were troubled by angina pectoris, but it was 
mild in 9 of them. 


Kartagener’s Syndrome in Identical Male Twins 
and a Female Sibling: Report of Cases, with Com- 
ments on Pathology and Familial Manifestations. 
L. S. Safian and F. B. Mandeville. J. Florida M. A. 
45:1143-1148 (April) 1959 [Jacksonville]. 


The authors report the occurrence of Kartagener’s 
syndrome, a triad consisting of situs inversus with 
bronchiectasis and paranasal sinusitis, in 2 34-year- 
old men who were clinically identical twins and in 
their 32-year-old sister. There were 4 other siblings, 
2 brothers and 2 sisters, who were all reported to 
be in good health. The father of the 7 siblings had 
had diabetes and had died of a heart attack. The 
mother was alive and well. The bronchograms of 
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the 3 patients showed evidence of bronchiectasis, 
and multiple roentgenographic views of paranasal 
sinuses showed clouding of maxillary antrums and 
other sinus groups; frontal sinuses were rudimen- 
tary or absent. All 3 patients had complete trans- 
position of viscera. Seven other instances of family 
groups presenting multiple siblings with Karta- 
gener’s syndrome were collected from the literature. 

The occurrence of Kartagener’s syndrome is here 
reported for the first time in clinically identical 
twins. The syndrome is briefly discussed in some 
of its pathological and clinical aspects. The serious- 
ness primarily of the bronchiectasis is stressed, and 
the importance of its early recognition among pa- 
tients with visceral transposition is emphasized. 
The factor of familial occurrence is pointed out. 


Diagnosis and Treatment of Acute Renal Failure: 
Experience from a Series of 56 Consecutive Cases 
of Acute Anuria. A. P. Skouby. Acta med. scan- 
dinav. 163:277-287 (no. 4) 1959 (In English) [Stock- 
holm]. 


The underlying mechanisms of acute renal failure 
(shock kidney) are inadequately understood, and 
the results of treatment have been poor. Shock 
kidney was defined by Swan and Merril in 1953 
as “the clinical syndrome resulting when renal 
excretory function is rapidly, but temporarily, lost 
because of alterations in renal circulation and the 
development of disseminated areas of renal tubular 
degeneration.” The results of studies of 56 patients 
with acute anuria suspected of having shock kidney 
are presented. In 37 of these patients shock kidney 
was demonstrated. A diagnosis of chronic renal 
disorder was established in 13 of the remaining 
cases, while electrolyte disturbances and occlusion 
of renal arteries or urinary pathways were the 
cause in 6. In 5 of the 37 patients, oliguria was of 
short duration, and regulation of fluid intake was 
sufficient, but special therapeutic measures were 
necessary in 32. In 22 of these patients with an 
increase of blood urea value to at least 400 mg. per 
100 cc. or of plasma potassium level to at least 7 
mEq. per liter, indications for hemodialysis existed. 
It was performed 16 times in 11 patients. in pa- 
tients requiring special treatment, the primary dis- 
orders often persisted and were the chief cause of 
death in those who died. 

The main problem in patients with acute anuria 
is to distinguish whether oliguria is caused by a 
primary renal disorder or acute renal failure. Renal 
biopsy is useful, but complications may occur. 
Furthermore, acute renal failure as the cause of 
oliguria does occur in patients with chronic renal 
disease, as demonstrated in one of the present 
cases with chronic pyelonephritis and hydrone- 
phrosis of the right kidney, whereas in the left only 
lesions characteristic of acute renal failure existed. 
Evidence indicating that the limb lead electro- 
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cardiogram may be of diagnostic value in the dif- 
ferentiation between primary renal disorder and 
shock kidney was obtained by the author in 1957, 
and this was strengthened in the present study. In 
the patients with acute renal failure a_ positive 
after-potential was demonstrated in the limb lead 
electrocardiogram of two-thirds of the patients at 
a time when no other influence known to produce 
the phenomenon was detected and the plasma po- 
tassium level was normal or elevated. In contrast, 
a positive after-potential occurred in uremia due 
to primary renal disease only under conditions 
known to produce a positive after-potential, such 
as hypokalemia, diabetic coma, and after an acute 
attack of renal stone colic with severe pains and 
vomiting. 

Regarding treatment, the author says that the 
main problems were to abolish shock, to treat the 
primary disorder, to administer fluids, minerals, 
and food, and simultaneously to reduce as far as 
possible the functional tasks of the kidney. Rees- 
tablishment of the circulatory volume in shock 
seldom was sufficient. Therefore, arterenol infusion 
was used. Some patients were treated simultaneous- 
ly with hydrocortisone. The diuresis increased dur- 
ing treatment with arterenol. It is suggested that 
hydrocortisone may be of value in the treatment of 
renal failure in patients with severe primary dis- 
orders. No ill-effects have been demonstrated. The 
therapeutic effects obtained are largely dependent 
on the basic disorders. 


A Case Report of a New Serological Pattern in the 
Rickettsial Group. P. O. Nice and W. L. Beeken. 
Am. J. M. Sc. 237:474-478 (April) 1959 [Philadel- 
phia]. 


The case of a 48-year-old woman presenting a 
rickettsial disease with unusual features is reported. 
The patient had been well until December, 1955, 
when she developed dull, persistent frontal head- 
ache. During the course of the disease, high 
complement-fixing antibody titers developed to 
epidemic typhus soluble antigen (1:1280) and Q 
fever antigen (1:320). Agglutinating antibodies to 
Proteus O X 19 reached a high level (over 1:640). 
No significant complement-fixing antibody titers 
were obtained with rickettsialpox soluble antigen, 
epidemic typhus antigen, murine typhus antigen, or 
Rocky Mountain spotted fever antigen. Serum 
specimens from 2 dogs in the family household 
were drawn 8 months after the illness in the pa- 
tient and were found to have a low titer of 
complement-fixing antibodies to epidemic typhus 
soluble antigen and Q fever antigen. This serologic 
pattern differs from any heretofore documented. 
The pattern cannot be explained on the basis of any 
known single rickettsial disease, or even on the 
basis of 2 concomitant diseases, unless there was 
failure to develop complement-fixing antibodies to 
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some antigens. The authors believe that this may 
be a previously unrecognized rickettsial disease in 
which the causative organism shares antigens with 
the agents of both Q fever and typhus. 


Protracted Forms of Acute Leukosis in Adults. G. 
Marchal, G. Bilski-Pasquier, G. Duhamel and P. 
Cornet. Presse méd. 67:447-449 (March 7) 1959 (In 
French) [Paris]. 


Protracted forms of acute leukosis in adults are 
more frequent than is usually admitted. The authors 
collected the cases of 21 patients, with a survival 
time of from 8 to 28 months, from 2 series of cases 
recorded at Paris hospitals. In the first series of 84 
cases, gathered at random at the Broussais Hospital 
from 1951 to 1958, 64 patients died in less than 8 
months (56 dying within 6 months), and 20 sur- 
vived between 8 months and 2 years. One patient 
in the second series of 22 cases, observed at the 
Tenon Hospital, survived 28 months. This survival 
of an athletically built, 23-year-old man shows the 
importance of health at the initial stage of the 
disease. Altogether, 24% of the patients survived 
more than 8 months, and 8% more than one year. 

The quality of remissions obtained in patients 
with protracted forms of acute leukosis was studied 
from the clinical and cytological standpoints. There 
were good results in 45% of the cases. A lack of 
parallelism was noted between the hematological 
and the clinical conditions in remissions. In the first 
type of remission, there is improvement from the 
blood picture and medullary standpoints, but a 
cytological relapse occurs, accompanied by worsen- 
ing of the general state, anemia, and hemorrhages. 
After intensive treatment the clinical state is im- 
proved, but the blood and the marrow remain 
leukemic. In 3 patients satisfactory health status 
lasted from 3 to 7 months with this type of remis- 
sion. In the second type of remission, treatment 
seemed to check the illness, but the blood and 
especially the marrow remained inundated with 
original cells. In one patient the clinical state al- 
lowed a moderate amount of work for 5 months, 
and the patient survived a year despite the pres- 
ence of 30 to 80 blast cells per 100 cc. in blood and 
marrow. The quality of remissions obtained should 
have as criteria the duration of survival and the 
resumption of social activity. 

The death of patients with protracted forms of 
acute leukosis is not different from that of patients 
with the classic forms. However, sometimes these 
patients die unexpectedly when their blood and 
medullary states are reassuring. Sometimes coin- 
ciding infectious disease or hemorrhage is the 
cause, and sometimes a cause cannot be found. 
Type of treatment and earliness in application have 
influence. The treatment which has the best chance 
of prolonged action consists of repeated transfu- 
sions, massive corticosteroid therapy at the begin- 
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ning (1 to 3 Gm. of cortisone per day) followed by 
continued maintenance therapy, and 3 to 6 months’ 
treatment with mercaptopurine. In milder cases the 
massive doses of cortisone may be omitted. 


Blood Pressure and Obesity. H. M. Whyte. Circu- 
lation 19:511-516 (April) 1959 [New York]. 


Previous surveys have shown that the height of 
the observed blood pressure and the degree of 
overweight are related, but excess weight does not 
necessarily mean excess fat and the possibility of 
error in the measurement of blood pressure due to 
variations in the size of the arm has not been ex- 
cluded. Taking these factors into account, the 
author studied 100 healthy men, between the ages 
of 20 and 40 years. Height and weight were re- 
corded; the circumference of the upper arm was 
measured; the subcutaneous fat (skinfold thickness) 
was measured at 3 sites (paraumbilical, over the 
triceps, and over the inferior angle of the scapula); 
the blood pressure was measured from the right 
arm; and the serum cholesterol level was deter- 
mined. The results showed a positive correlation 
between blood pressure and body weight, other 
factors being held constant. Obesity (judged by 
the thickness of the subcutaneous fat) had no 
apparent influence on blood pressure except insofar 
as it affected the total body weight. Serum choles- 
terol concentration was related to age, but not to 
body weight or obesity. An increase in body weight 
of 28 lb. (12.7 kg.), without any change in arm 
circumference, was associated with an increase of 
10 mm. Hg systolic and 7 mm. Hg diastolic pres- 
sure. The conclusion is that blood pressure is re- 
lated to weight or bulk of the body, but not to 
obesity except insofar as it contributes to bulk. 
Cardiac output seems to be related to surface area 
which increases with bulk. The blood pressure 
rises when the augmented cardiac output is forced 
into an aorta that may not have increased in capac- 
ity as the body weight rose. To outgrow one’s aorta 
might be one of the dangers of overeating. 


SURGERY 


Hypophysectomy for Palliation of Breast Cancer: 
With Especial Reference to Surgical Technique. 
N. L. Cobb and W. B. Scoville. California Med. 
90:261-263 (April) 1959 [San Francisco]. 


Hypophysectomy was carried out for palliative 
purpose in 19 patients with cancer of the breast. 
All the patients had a striking subjective relief of 
pain after the operation which appreciably de- 
creased their need for narcotics. Ten patients 
showed some objective evidence of remission. Five 
patients were living from 1 to 6 months after the 
operation; 2 of these were asymptomatic, 2 were 
improving, and 1 was regressing. Twelve patients 
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were subjected to endocrine therapy or oophorec- 
tomy before hypophysectomy; 5 showed no relief, 
but 7, who benefited from these treatments, had 
both subjective and objective remission after hy- 
pophysectomy. Of the 5 patients who had no re- 
mission from either endocrine therapy or oophorec- 
tomy, one had relief of pain without objective 
improvement after hypophysectomy, and one had 
relief of pain as well as objective improvement 
after the operation. 

The survival time after the operation averaged 
19.8 months for patients who had a remission, and 
2.1 months for patients who had no remission. The 
length of time the disease existed before hypophys- 
ectomy seemed to be related to the survival time 
after the operation. Patients in whom remission 
occurred had had cancer for an average of 4.9 
years before hypophysectomy, and those without 
remission had had the disease for an average of 
2.7 years. These facts should be considered in the 
selection of patients for hypophysectomy. The 
authors found no correlation between the results 
of hypophysectomy and other factors, such as age 
of the patient, cell type of the tumor, response to 
roentgenotherapy, and extent of the disease. 


Surgical Treatment of Neoplastic Processes in the 
Third Ventricle: Observation of 143 Patients. J. Papo 
and R. Tritapepe. Minerva chir. 14:128-138 (Feb. 
15) 1959 (In Italian) [Turin, Italy]. 


The authors discuss the treatment of 143 surgical 
patients with tumor in the third ventricle of the 
brain. The lesion was in the anterior portion of the 
third ventricle in 89 patients. The third ventricle 
was not visible in 21 patients. Extirpation of the 
tumor was attempted in 17 patients, 3 of whom 
were operative fatalities. Radical exeresis was per- 
formed on 6 patients, 5 of whom had the lesion 
circumscribed within the third ventricle. Partial 
resection was made in 5 patients, and surgical 
biopsy in 3. Operation by the Torkildsen procedure 
was performed on 51 patients, 9 of whom died 
within several weeks after the operation. Of 33 
patients available for follow-up, 15 died within 5 
years after the operation, and 18 are still alive, 
with varying survival periods up to 9 years. Results 
of direct surgical attack do not seem to warrant its 
broad application, except in instances in which 
such procedure is indicated on the basis of ven- 
triculographic findings. Of 22 patients who re- 
ceived irradiation therapy alone or preceded in a 
few instances by decompression, 6 are still alive 
at varying periods exceeding 4 postoperative years. 
Most of the tumors in the anterior portion of the 
third ventricle seemed to have grown at a slower 
rate than those in the cerebral hemispheres. 

Fifty-four patients had a tumor in the posterior 
portion of the third ventricle. Direct attack on the 
tumor was made in 8 patients. This procedure was 
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subsequently discontinued because of the poor re- 
sults obtained. Removal of the fluid, followed by 
irradiation therapy, was instituted in the remainder. 
Double ventriculocisternostomy by the Stookey and 
Scarff procedure was performed on 36 patients, 2 
of whom died during operation. Of the patients 
available for follow-up, 13 died within 8 years after 
the operation, and 18 are still alive, with varying 
survival periods up to 17 years. Operation by the 
Torkildsen procedure was performed on 11 pa- 
tients, 5 of whom were operative fatalities. The 
authors believe that the procedure of fluid removal, 
followed by irradiation therapy for the treatment 
of tumors in the posterior portion of the third ven- 
tricle, is preferable to the direct surgical attack in 
view of the same comparative results and less de- 
gree of operative mortality. 


Pulmonary Function Changes in Bilateral Resection 
for Pulmonary Tuberculosis. R. C. Young, F. J. 
Misener, J. J. Quinlan and J. E. Hiltz. Am. Rev. 
Tuberc. 79:468-473 (April) 1959 [New York]. 


Twenty-nine patients who had had bilateral pul- 
monary resections of tuberculous lesions performed 
between 1955 and 1958 at the Nova Scotia Sana- 
torium in Kentville were selected for study to de- 
termine the degree of change in pulmonary function 
after the operation. There were 16 males and 13 
females, ranging in age from 10 to 49 years. Nine- 
teen patients had moderately advanced tuberculous 
disease at the time of hospitalization. The ventila- 
tion tests included the determination of minute 
resting ventilation, expiratory reserve volume, vital 
capacity, and maximal breathing capacity. These 
tests were performed on all but a few patients less 
than 3 months before the first operation and be- 
tween 3 to 6 months after each of the 2 resections. 
The results of the ventilation tests and the clinical 
evaluation of this study indicate that bilateral re- 
section of reasonable extent affects the pulmonary 
function to a relatively mild degree. The vital 
capacity was appreciably more reduced in the 
major resection group (21%) than in the 2 minor, 
less extensive resection groups (14%), and the aver- 
age reduction in vital capacity for all the patients 
was 18%. The changes in maximal breathing ca- 
pacity correlated better with the extent of resection 
than did those of vital capacity and showed reduc- 
tions of around 17% in the major resection group 
in contrast to no reductions in the minor resection 
groups. The average reduction in maximal breath- 
ing capacity in all the patients was 5%. 

The probable principal cause for reduction in 
vital capacity is considered to be the restrictive 
effect of thoracotomy. In the more extensive re- 
section the pulmonary factors undoubtedly influ- 
enced the results, but the maximal breathing 
capacity was apparently unaffected by the thoraco- 
tomy factor when the tests were performed several 
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weeks after resection. Although the tests for maxi- 
mal breathing capacity are valuable, they are not 
infallible because of the potential sources of error 
connected with their performance. No correlation 
could be found between other factors, such as the 
patient’s age, preexisting condition, and type of 
disease, and the findings in the 3 groups undergoing 
resection. 


The So-called Tight Filum Terminale Syndrome. 
A. Uihlein. Minnesota Med. 42:394-398 (April) 1959 
[St. Paul]. 


The author reports on 2 women, aged 33 and 34 
years, respectively, who on their admission to the 
Mayo Clinic presented the symptoms of an unex- 
plained progressive paraparesis of the lower ex- 
tremities suggesting the possibility of a tight filum 
terminale. The filum represents the caudad portion 
of the spinal cord which normally becomes a fibrous 
strand. Inadequate differentiation of the filum dur- 
ing the period of body growth, with lengthening of 
the filum as the vertebral column descends, can 
exert sufficient traction on the roots of the cauda 
equina and the conus medullaris to produce a 
demonstrable neurological disorder. 

In addition to weakness and heaviness of the 
lower extremities, the first patient had urinary and 
fecal incontinence. Neurological examination re- 
vealed a definite sensory loss to all modalities in 
the sacral rootlets, with reduced sensitivity to 
touch, pain, and temperature. Surgical exploration 
in the region of the first lumbar vertebra revealed 
that the conus medullaris was not located at its 
usual level. Laminectomy at the fifth lumbar and 
first sacral levels revealed that the conus medullaris 
was attached to the dura at the level of the first 
sacral vertebra. The conus medullaris had under- 
gone degenerative changes and looked somewhat 
like a lipoma. Anterior to this attenuated conus was 
a tense fibrous band that resembled the usual filum 
terminale. In the course of the intervention the at- 
tachment of the conus to the dura was divided be- 
tween silk sutures, and then the tight filum was 
likewise divided. The tissue from the area of the 
conus was submitted to microscopic examination 
and represented fatty cells and nerve fibrils. Al- 
though much of the neurological deficit will persist, 
a satisfactory recovery is anticipated for this patient. 

The right foot of the second patient was larger 
than the left, and the left foot was deformed, with 
a talipes cavus type of alteration. Neurological 
examination revealed that ankle jerks were absent 
bilaterally. The tone of the anal sphincters was re- 
duced, and there was definite weakness in dorsi- 
flexion of the toes, especially on the left side. There 
was weakness in the abductors and sensory loss to 
pinprick and temperature. An iophendylate (Pant- 
opaque) myelogram showed the common dural sac 
lying posteriorly against the bony wall of the spinal 
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canal, suggesting a tight filum terminale. Surgical 
exploration at the level of the fifth lumbar and first 
sacral vertebrae and at the level of the first and 
second lumbar vertebrae did not reveal any 
evidence of a tight filum terminale. The conus 
medullaris appeared to be in a normal position. 
Convalescence of the patient was uneventful. It 
was felt that she probably had a congenital anomaly 
of the lower extremity on the left side. 

It is believed that in young patients with pro- 
gressive paraparesis without adequate explana- 
tion for the findings early surgical intervention 
might prevent irreparable progressive neurological 
changes by determining the presence or absence 
of an abnormally low-lying conus medullaris of 
the spinal cord or a tight filum terminale or both. 
Roentgenograms of the thoracic and lumbar verte- 
brae, as well as contrast myelography, should be 
included among the measures employed in this 
clinical problem. 


Sarcomas of the Stomach. M. Oria. Minerva chir. 
14:229-235 (Feb. 28) 1959 (In Italian) [Turin, Italy]. 


Among 328 operations for benign or malignant 
tumor of the stomach performed at the Main Hos- 
pital in Turin during the past 10 years, 6 were 
concerned with sarcoma of the stomach in patients 
whose ages ranged from 57 to 68 years except for 
one whose age was 27. There were 3 instances of 
reticulosarcoma, 1 of fibrosarcoma, 1 of fibromyxo- 
sarcoma, and 1 of lymphoreticulosarcoma. The 
tumor, not being an extensively infiltrative type in 
these patients, was endogastric in 4, intramural 
in 1, and intramural with tendency toward the 
esogastric area in 1. Cramp-like epigastric pain was 
the initial symptom in 3 patients, and ulcer-like 
symptoms in the others. The symptoms developed 
within 2 to 8 months in 4 patients and within 1 to 2 
years in the other 2 before hospitalization. The 
course of the disease became acute after onset of 
the symptoms, which circumstance brought the 
patients relatively early to the physicians’ attention. 
Another salient feature was the absence of a true 
pyloric stenosis, although the considerable size of 
the tumors impeded the passage of food. Prognosis 
seemed to be more favorable in the patients with 
sarcoma than in those with carcinoma of the stom- 
ach because of a better indication for surgery, less 
tendency to metastatize, and possibility of an 
earlier diagnosis and referral to surgery. One pa- 
tient died a year after the operation; 2 patients 
were alive 2 and 3 years, respectively, after the 
operation; 1 was operated on very recently; and 2 
could not be traced. 

An early and extensive operation is indicated for 
treatment of sarcoma of the stomach. Patients with 
inoperable disease are given irradiation therapy. 
Lymphosarcoma is more sensitive to roentgeno- 
therapy than reticulosarcoma; fibrosarcoma is hard- 
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ly sensitive to roentgenotherapy. Preoperative dif- 
ferential diagnosis of sarcoma of the stomach from 
carcinoma of the stomach is difficult, but it is possi- 
ble with the aid of clinical, roentgenologic, and 
endoscopic findings. 


Experimental Investigations on Induced Cardiac 
Arrest. A. Piskorz, J. Zawilski, I. Bowbelska and 
S. Drozdowski. Thoraxchirurgie 6:384-389 (March) 
1959 (In German) [Stuttgart, Germany]. 


The authors describe animal experiments on in- 
duced cardiac arrest, which aimed at comparing 
the toxic effects of potassium ions and of acetyl- 
choline, because either potassium citrate or acetyl- 
choline are generally used for the induction of 
cardiac arrest in bypass operations on the heart. 
A de Wall-Lillehei oxygenator was incorporated in 
the apparatus which the authors used for the arti- 
ficial maintenance of the circulation. Cardiac arrest 
was induced in 10 dogs by the injection of acetyl- 
choline into the coronary vessels. This resulted in 
a sudden transition of normal cardiac function to 
arrest during the diastole. Only slight rhythmical 
atrial contractions could be observed, and occa- 
sional ventricular contractions resulted on touching 
the myocardium. The return of the cardiac function 
took place by way of occasional contractions which 
gradually merged into a normal sinus rhythm. 

Potassium citrate was used to induce cardiac 
arrest in 13 dogs. The cardiac arrest was preceded 
in these dogs by irregular atrial and ventricular 
contractions. After arrest had been achieved, the 
relaxation of the myocardium was complete. The 
return of the cardiac function passed through a 
phase of irregular contractions, and in 5 animals 
cardiac massage had to be employed in order to 
restore the cardiac function. In 6 of the 13 dogs 
fibrillar, convulsive contractions resulted, which 
subsided spontaneously in only 1 dog; in the other 5 
dogs, another injection of potassium citrate became 
necessary, but fibrillation recurred in 4 of the 
animals and resulted in their death on the operating 
table. 

The authors conclude that, with the use of acetyl- 
choline, cardiac arrest can be induced during the 
diastole for a period of from 10 to 20 minutes with- 
out noticeable impairment of the function of the 
heart muscle. The transition from normal sinus 
rhythm to cardiac arrest in the diastole takes place 
almost instantaneously, and normal heart action 
returns with full, although at first isolated, contrac- 
tions which merge into a normal sinus rhythm. 
Acetylcholine does not achieve complete cardiac 
arrest; minor atrial contractions persist, and touch- 
ing the heart elicits some complete contractions. 
Potassium citrate achieves a more complete cardiac 
arrest and relaxation of the myocardium than does 
acetylcholine, but the potassium ions involve the 
danger of inducing fibrillations, which may be fatal. 
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The Carcinoid Neoplasm and Syndrome: A Review 
with Extension by Unusual Cases. L. Gonzales, 
D. L. Graller, J. Giuseffi and A. M. Keirle. Am. 
Surgeon 25:226-231 (April) 1959 [Baltimore]. 


The authors report 2 unusual cases of carcinoid 
neoplasm and syndrome in a 47-year-old man and 
in a 12-year-old girl who were admitted to the 
surgical clinic of the University of Cincinnati Med- 
ical Center. The male patient was admitted be- 
cause of nausea, vomiting, and diarrhea of 6 days’ 
duration. Weakness 2 days before admission had 
forced him to bed. In the last 3 years he had had 
similar attacks, which were accompanied by flush- 
ing of the face, shoulders, and chest. The patient 
had undergone a laparotomy 2 years previously 
in another hospital for a suspected cholecystitis, 
and numerous tumor nodules had been found in 
the liver and 2 in the omentum. No primary source 
of the tumor had been found in the intestine. A 
liver biopsy had been reported as revealing meta- 
static carcinoma. On the present admission, a chest 
roentgenogram revealed a rounded nodule in the 
midlung field, which was thought to represent a 
neoplastic lesion, with probable sclerosing lesions 
of the ribs. An abdominal roentgenogram revealed 
extensive hepatomegaly and sclerosing lesions of 
both the ilia and the sacroiliac joints and of the 
8th, 9th, and 12th thoracic vertebrae. The urine 
test was strongly positive for 5-hydroxyindole acetic 
acid (serotonin). The patient’s symptoms, charac- 
teristic flush, and 2-year history of surprising work 
activity after the detection of a metastatic tumor 
in the liver supported the diagnosis of metastatic 
carcinoid. A bone biopsy of the posterior iliac spine 
on the right revealed carcinoid tumor. The roent- 
genogram showing osteoblastic bone metastases 
was disconcerting, as osteoblastic metastases are 
extremely rare. The similarity of the bone biopsy to 
the liver biopsy taken 2 years previously and the 
high urinary serotonin content established the 
diagnosis. 

The 12-year-old girl was studied for obesity. On 
examination an intense mottled redness of the face 
was seen. In the last 4 years she too had had occa- 
sional attacks of vomiting and diarrhea. The in- 
creasing awareness of the sarcoid syndrome and the 
patient’s positive reaction to the serotonin test es- 
tablished the diagnosis of carcinoid neoplasm, and 
an exploratory laparotomy was performed. The 
liver was found to be tremendously enlarged, with 
tumor nodules. At the junction of the jejunum and 
ileum a stenosing lesion of the ileum was found, 
extending for a distance of 2 cm. and involving 
two-thirds of the circumference of the intestine. 
There was extension of this tumor into the root of 
the mesentery. A wedge resection of the area and 
biopsy of the liver were performed. Microscopic 
examination of the specimens revealed carcinoid 
of the ileum with metastases to the liver. 
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Forty-eight additional cases of carcinoid tumor 
were collected from the records of the University 
of Cincinnati Medical Center during the last 10 
years. Eleven of these tumors were appendical in 
origin, 34 occurred in the small intestine, and 3 
arose in the rectum. Thirty-one of the 34 tumors 
in the small intestine were located in the terminal 
ileum, 2 in the jejunum, and 1 in the duodenum. 
Thirteen of the 34 tumors were malignant; 9 of 
these were diagnosed at laparotomy and treated 
surgically. Follow-up of the 9 patients with these 
tumors showed only 2 survivors. The average sur- 
vival time from the onset of symptoms was 8.2 
years and from the time of diagnosis 3.5 years. 


Gastrojejunal Ulcer. H. Jinich, J. Solis, A Pitol and 
J. Sierra F. Rev. invest. clin. 10:383-406 (Oct.-Dec.) 
1958 (In Spanish) [Mexico, D. F.]. 


The records of 33 patients with gastrojejunal 
ulcer, secondary to a previous operation for peptic 
ulcer, who were treated at the Hospital de Enfer- 
medades de la Nutricién in Mexico City, were re- 
viewed. There were 27 men and 6 women who 
ranged in age from 30 to 60 years. The previous 
operation had been performed for a duodenal ulcer 
in 31 patients and for a gastric ulcer in 2. It con- 
sisted of gastroenteroanastomosis, alone or with 
vagotomy, in 16 cases and of gastric resection (“in- 
sufficient” or “ample”) in the other 17. The symp- 
toms of recurrent ulcer appeared during the im- 
mediate postoperative period in 5 patients and 
within an average period of 2 years in the remain- 
ing 28. The most characteristic symptom of recur- 
rent ulcer was epigastric pain similar to that which 
occurred before the previous operation. Early 
symptoms of this recurrence gave rise later to 
chronic or acute perforation in 28 cases, severe 
hemorrhage in 12, gastric retention in 10, gastro- 
jejunocolic fistula in 2, and malnutrition in 16. 

The clinical diagnosis was confirmed by determi- 
nation of gastric acidity, gastroscopy, and radiologic 
examination of the stomach. There was gastric 
hyperacidity in 25 of the 30 patients who had this 
examination and hypoacidity in 5. Gastroscopy 
showed superficial gastric lesions. Radiologic ex- 
amination proved to be of value in the detection of 
gastrojejunal ulcer and of its complications, the 
radiologic sign being the crater or “niche.” The 
radiologic picture of gastric retention due to gastro- 
jejunal ulcer or gastrojejunocolic fistula was ex- 
tremely clear. Twelve patients who did not respond 
to medical treatment disappeared from observation, 
but 19 patients had a second operation, consisting 
of gastric resection, alone or with vagotomy, or 
vagotomy, alone or with closure of the perforation 
and undoing of the original stoma. Ample gastric 
resection (Hofmeister’s operation) was performed 
on 12 patients; 2 patients died in the immediate 
postoperative period (constituting 16% mortality). 
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Vagotomy, alone or with closure of the perforation, 
was performed on 6 patients, and there was no 
operative mortality. 

The authors conclude that gastric resection, 
alone or with resection of the ulcerous jejunal seg- 
ment, is indicated in surgical treatment of post- 
operative peptic ulcers; these ulcers develop in 
patients in whom the first operation has been a 
gastroenteroanastomosis, an insufficient gastrec- 
tomy, or an ample gastrectomy, which left a func- 
tionally defective anastomosis. Vagotomy is indi- 
cated in cases of gastrojejunal ulcer, secondary to 
ample gastric resection or to gastroenteroanastomo- 
sis, if the anastomosis functions well. 


Ectopic Breast Tissue: Report of Unusual Case. 
C. M. Looney, S. C. Reichman and O. F. Noel. 
Am. Surgeon 25:219-222 (April) 1959 [Baltimore]. 


The authors report a 26-year-old pregnant woman 
with hypertrophied breasts, who was admitted to 
the surgical clinic of the Vanderbilt University 
Hospital in Nashville, Tenn., for treatment. No 
secretion could be expressed from the nipples, and 
the right breast was larger than the left. Just 
superior to the right nipple there was an area of 
erythema with tenderness and an orange-peel ap- 
pearance. The vulva was normal on pelvic exami- 
nation, After an unsuccessful attempt was made to 
aspirate the mass in the right breast, a biopsy was 
performed 8 days later on this mass. Microscopic 
examination revealed mastitis without evidence of 
carcinoma, 

About 6 weeks later the patient returned to the 
Vanderbilt Hospital and stated that one month be- 
fore she had noticed a small mass in the medial 
inferior portion of the right breast; this mass had 
increased in size and the night before coming to 
the clinic had begun to drain. On examination, the 
right breast was somewhat larger than the left, and 
both were warm and showed the orange-peel 
phenomenon. A mass, 2.5 cm. by 2.5 cm., was noted 
in the medial inferior quadrant of the right breast. 
There was an ulcerated area draining a clear, wa- 
tery fluid. No axillary lymphadenopathy was pres- 
ent. Pelvic examination revealed a uterus the size of 
3 months’ gestation. The appearance of the vulva 
was not mentioned. A bilateral simple mastectomy 
was done. The total weight of both breasts was 
28 lb. 13 oz. (13 kg.). The patient’s hospital course 
was uneventful, and 6 months after the operation 
she was delivered of a normal male infant. 

One year later the patient was admitted to the 
Nashville General Hospital. Physical examination 
revealed a pregnant uterus of about 8 months’ 
gestation and bilateral vulvar masses which were 
of such size that it was felt they would obstruct 
the vaginal outlet at the time of delivery. The 2 
vulvar masses were. excised; on gross examina- 
tion they had the appearance of breast tissue, 
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and microscopic examination revealed well-circum- 
scribed lobules of highly secretory breast tissue. A 
week later the patient was delivered of a normal 
male infant. 

Ectopic breast tissue may occur at any location 
along the milk line extending from the axilla to 
the medial surface of the upper thigh. The inci- 
dence of occurrence is from 1 to 2%, and such 
tissue may be either unilateral or bilateral. Due to 
the rare occurrence of malignant change, these 
masses give the impression of being relatively harm- 
less. When malignant changes do occur, the prog- 
nosis is poor because of the proximity of regional 
lymphatics. Breast tissue occurring in the vulva 
unilaterally, though reportedly rare, is not too un- 
common. A careful review of the literature revealed 
only 3 reported cases in which breast tissue was 
found in the vulva bilaterally. The 4th such case is 
reported by the authors. 


Lipid Mobilization as a Consequence of Surgical 
Stress. C. J. D. Zarafonetis, J. Seifter, D. Baeder 
and J. P. Kalas. Am. J. M. Sc. 237:418-433 (April) 
1959 [Philadelphia]. 


The effect of surgical stress on the plasma con- 
centration of lipid mobilizer hormone and on the 
plasma lipids was investigated in 26 patients dur- 
ing the course of various operative procedures at 
the Temple University Hospital in Philadelphia. 
Lipid mobilizer hormone assays, cholesterol and 
fatty acid determinations, and paper electrophoretic 
patterns of lipoproteins were made on blood speci- 
mens obtained from the antecubital vein before 
and 4 hours after the operation. Similar tests were 
performed on samples taken from the omental 
artery and the omental vein at the beginning and 
at the end of intra-abdominal procedures. The most 
important findings and their implications may be 
listed as follows: 1. Evidence was obtained that 
lipid mobilizer hormone is released during surgical 
stress. 2. This release leads to mobilization of 
triglycerides from the omental depot. 3. There is a 
marked shift in paper electrophorograms from 
alpha-lipoprotein to beta-lipoprotein predominance 
in the omental vein blood during surgery. 4. The 
omentum not only responds actively to endogenous 
lipid mobilizing hormone with an outpouring of 
the aforementioned lipid components, but also ap- 
pears to remove cholesterol from the blood cir- 
culating through it. 5. The lipid changes which 
may occur in the peripheral blood during surgical 
stress reflect the foregoing events as well as the 
capability of the liver to metabolize the lipids 
presented to it. The authors believe that these ob- 
servations, made on patients undergoing the stress 
of surgery, permit delineation of a physiological 
mechanism in man for the acute mobilization of 
lipids to the liver. 
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Surgical Treatment of Cardiospasm. E. Hasche and 
H. Schubert. Thoraxchirurgie 6:434-457 (March) 
1959 (In German) [Stuttgart, Germany]. 


The clinical picture of cardiospasm has been de- 
scribed under such terms as “achalasia or dystonia 
of the esophagus” and “dilatation of the cardial 
portion of the esophagus.” This functional obstruc- 
tion of the cardia has been ascribed to incoordina- 
tion of the opening reflex of the cardial portion of 
the esophagus, which, in turn, has been ascribed 
to degeneration of the ganglion cells of Auerbach’s 
plexus. The authors report their observations on 50 
patients with cardiospasm observed at the surgical 
university clinic of the Charité in Berlin during the 
last decade. A psychological component played a 
significant part in the production or the exacerba- 
tion of many cases of cardiospasm during the diffi- 
cult after-war period. A psychological trauma could 
be established as the eliciting factor in 16% of the 
patients. The diagnosis often proved difficult. A 
megaesophagus was sometimes mistaken for a 
mediastinal tumor, and in young persons bron- 
chiectasis was sometimes suspected. The fact that 
cardiospasm may accompany esophageal or ven- 
tricular fundus carcinoma constitutes another diffi- 
cult factor in diagnosis. 

Treatment should always begin with conservative 
measures. Psychotherapy and removal from con- 
flict situations proved helpful in all 6 patients in 
whom these measures were tried. Medicinal therapy 
and dietetic measures were effective in 14 of 16 
patients. Nonsurgical dilation or spreading of the 
cardia by means of dilating sounds was tried in 16 
patients. It was effective in 7, ineffective in 5, and 
caused complications in 4. Three of these 16 pa- 
tients died of suppurating mediastinitis brought on 
by instrumental perforation of the cardia. 

The main portion of the paper is concerned with 
the surgical treatment of cardiospasm, which was 
employed in 12 of the 50 patients. In all except 
one the cardiospasm had existed for many years (5 
to 37). Myotomy was performed on 4 patients, 
anastomosis on 4, and resection on 4. The late re- 
sults are analyzed. On the basis of clinical, roent- 
genologic, and esophagoscopic follow-up examina- 
tions, the authors discuss the sequels that result 
from esophagogastrostomy and resection of the 
cardia, particularly reflux esophagitis and cicatricial 
stenosis. Cardiomyotomy according to Gottstein- 
Heller proved to be the best surgical method. This 
operation is technically simple and relatively safe, 
and it preserves the physiological conditions. It 
does not destroy the valve and closure mechanism 
between esophagus and stomach, and as a result it 
is not complicated by gastroesophageal reflux with 
its serious sequels. These favorable results of car- 
diomyotomy were corroborated by a review of the 
literature, in that it demonstrated successful re- 
sults in 90% of about 800 cases. 
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Cancer of Pancreas: Symptomatology and Therapy. 
H. Prydz. Tidsskr. norske laegefor. 79:252-256 
(March 1) 1959 (In Norwegian) [Oslo]. 


Forty-two patients, 28 men and 14 women, aged 
from 34 to 77 years, with cancer of the pancreas 
and cancer of the duodenal papilla, were treated 
in the Drammen (Norway) Hospital from 1946 to 
1958. Laparotomy was performed in 28 cases. About 
two-thirds of the cases were localized to the head 
of the pancreas. Differentiation between cancer of 
the head of the pancreas and cancer of the duo- 
denal papilla is often possible only on microscopic 
examination. The extent of the cancer may be 
difficult to evaluate because of secondary pan- 
creatitis. Besides the rare sarcoma, malignant tu- 
mors in the pancreas include adenocarcinoma, 
cystadenocarcinoma, and islet-cell tumor. Adeno- 
carcinoma is frequent and is the most malignant. 
In the 22 cases examined histologically, the diag- 
nosis was adenocarcinoma; in 4 cases the cancer 
developed from the duodenal papilla. In 16 cases 
the symptoms were gastrointestinal; in 11 there 
were symptoms from the liver and biliary tract; 
and in the remaining cases there were various 
other pancreatic symptoms. The frequency of affec- 
tion of the biliary tract is ascribed in part to sec- 
ondary changes due to obstruction of passage by 
the tumor. The possibility of early diagnosis is still 
slight. Courvoisier’s law is of little help in practical 
diagnosis. A positive roentgen-ray finding is a 
strong indication that the tumor cannot be op- 
erated on radically. Exploratory laparotomy showed 
10 patients to be unfit for formation of an anastomo- 
sis. In 14 cases palliative anastomosis was formed 
between the biliary tract and the intestine, and in 
14 cases Whipple’s operation was performed. Of 
the 14 patients operated on by Whipple’s method, 
8 died postoperatively, with the picture of shock, 
hepatic coma, and hyperpyrexia. The results were 
somewhat better in the palliative anastomosis op- 
eration—2 out of 14 patients died postoperatively. 


NEUROLOGY & PSYCHIATRY 


Facial Paralysis in Poliomyelitis: Report of 3 Pa- 
tients with Unusual Delayed Paralysis. I. C. Sher- 
man and S. J. Kimelblot. Neurology 9:282-287 
(April) 1959 [Minneapolis]. 


The records of all patients diagnosed as having 
poliomyelitis at Michael Reese Hospital, Chicago, 
during 1952-1956 were reviewed. Of 407 patients 
with poliomyelitis, 267 had some form of paralysis. 
Of these, 203 patients had paralysis involving only 
spinal musculature; in 64, musculature supplied 
from the brain stem was involved. Of the 64 pa- 
tients with bulbar involvement, 34 had some type 
of facial involvement. Thus, approximately 50% of 
patients with bulbar involvement had facial paraly- 
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sis, while, of all 267 patients with paralysis, the 
face was involved in 12.7%. The incidence of facial 
paralysis in all 407 patients diagnosed as having 
poliomyelitis was 8.3%. A tabulation of cases ac- 
cording to years revealed great variation in the in- 
cidence of bulbar cases in any one year, even 
though the proportion of paralytic to nonparalytic 
cases did not vary widely. Facial paralysis was the 
only sign of bulbar involvement in 4 patients, al- 
though these individuals also had evidence of spinal 
cord involvement. Only 1 of the 34 patients with 
facial paralysis could be said to have an isolated 
facial paralysis in that he had no other evidence of 
bulbar or spinal involvement. 

Facial paralysis in poliomyelitis nearly always 
appeared within one day of the appearance of 
paralysis in the bulb or elsewhere. Descriptions 
were given of 3 patients in whom unusual delay in 
appearance of facial paralysis occurred. One was 
a woman with bulbospinal disease in whom bi- 
lateral facial paralysis developed 11 days after the 
palatal weakness appeared and 6 days after she 
had become afebrile. At that time, she still had 18 
cells per cubic millimeter and 138 mg. of protein 
per 100 cc. in her spinal fluid. The second patient 
was a man in whom a left-sided facial paralysis 
developed 10 days after the appearance of weak- 
ness of the left side of the palate, vocal cord, and 
pharynx, and 1 day after he had become afebrile. 
His spinal fluid was normal at this time. The third 
patient was a young man who had right-sided 
palatal weakness and 10 days later (3 days after 
becoming afebrile) paralysis of the left side of his 
face. At this time he had 25 cells per cubic milli- 
meter in his spinal fluid. All 3 of these patients 
recovered completely from signs of palatal, pharyn- 
geal, and facial weakness. 


Imipramine (Tofranil): A New Drug for the De- 
pressed. H. Azima. Canad. M. A. J. 80:535-540 
(April 1) 1959 [Toronto]. 


A new drug, imipramine (Tofranil), was given a 
trial in 100 consecutive patients manifesting symp- 
toms of depression and seen either as outpatients 
or in an open psychiatric setting at the Allan Me- 
morial Institute in Montreal. There were 30 men 
and 70 women, with an average age of 49 years. 
Of the 100 patients, 38 were neurotics, 6 were hy- 
pochondriacs, 8 had mixed states including anxiety, 
depression, hysterical and obsessive compulsive 
features, 4 were alcoholics with depression, and 44 
had psychotic depressive states. Imipramine was 
administered orally to all the patients. The average 
effective dose was 100 mg. daily; the optimal initial 
dose was 75 mg. daily, which was increased to 
150 mg. within 7 days if no cumbersome side-effects 
were apparent. Usually it was not necessary to give 
more than 200 mg. daily. The drug was given for 
an average initial period of 20 days, and its ad- 
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ministration was discontinued if no response was 
elicited within this period. The follow-up period 
ranged from 3 to 9 months. In general, 82 of the 
100 depressed patients showed improvement, 
which was marked in 44 and moderate in 38. Pa- 
tients with psychotic depression showed twice as 
much improvement as those with neurotic depres- 
sion. All the patients with psychotic depression 
and most of those with neurotic depression would 
have required electroshock therapy if imipramine 
had not been used. 

There was a therapeutic lag of 2 to 30 days be- 
tween the institution of imipramine therapy and 
the onset of therapeutic response. The impression 
was that maintenance therapy should be continued 
for about 3 months after the appearance of an ap- 
preciable amount of improvement. Side-effects, 
such as tremor, agitation, nausea, vomiting, dizzi- 
ness, and perspiration, were of minor consequence. 
The mode of action of imipramine was interpreted 
as a shift in aggressive cathecting energies of in- 
ternalized object systems of control (supergo com- 
ponent), with a secondary reorganization of libid- 
inal investment. The general impression was that 
imipramine proved to be a potent antidepressant 
substance, which already had resulted in a drastic 
decrease in the number of sessions of electroshock 
treatment. 


The Use of Imipramine (Tofranil) for Depressive 
States in Open Ward Settings of a General Hos- 
pital: A Preliminary Report. R. B. Sloane, A. Habib 
and U. E. Batt. Canad. M. A. J. 80:540-546 (April 1) 
1959 [Toronto]. 


Imipramine (Tofranil) was given to 8 men and 
22 women, between the ages of 33 and 85 years, 
with symptoms of depression, most of whom had 
manic-depressive depressed psychosis requiring 
hospitalization. These 30 patients were admitted 
to wards of the Kingston (Ont.) General Hospital. 
The depression in most of these patients was char- 
acterized by subjective feelings of fatigue, weak- 
ness, slowing down, sadness, and guilt, accompanied 
by a loss of appetite and sleeplessness. The clinica] 
picture ranged from severe retardation and near 
stupor, at one extreme, to severe agitation, at the 
other, through the usual intervening stages. In 
some patients the covert depression took the form 
of extreme hypochondriasis. The criterion of selec- 
tion was a severity of symptoms justifying the use 
of electroshock therapy. Imipramine was usually 
given by mouth in doses of 50 mg. 4 times daily, 
and this remained the average dose for all patients. 
The upper limit of dosage was 600 mg. in one day. 

Of the 30 patients, 4 recovered, 12 were much 
improved, 9 were improved, and 5 were unchanged; 
25 patients (80%) thus obtained satisfactory results, 
and the mean hospital stay was 5 weeks. These 
results were comparable to, if not somewhat better 
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than, those from electroshock therapy. The results 
of a double-blind controlled study carried out on 
12 patients, 6 of whom received imipramine and 6 
a placebo, showed that it was impossible to dis- 
tinguish between placebo and active compound for 
the first 2 weeks after admission to hospital. Simi- 
larly, the improvement produced by the active drug 
was no better than that caused by the placebo 
during this time. These results suggest perhaps 
underestimating the value of hospital admission per 
se in gratifying the needs of patients with depres- 
sion. Such studies need to be extended. Follow-up 
of the patients for 4 months after their discharge 
from the hospital showed that administration of 
imipramine probably has to be continued over a 
considerable period of time and remission may 
follow withdrawal of the drug. It is concluded that 
imipramine is a useful drug in the treatment of 
depression; further work may clarify its best usage. 


Hyperinsulinism: Rare Cause of Epilepsy. D. W. 
Mulder and J. G. Rushton. Neurology 9:288-289 
(April) 1959 [Minneapolis]. 


The authors direct attention to an earlier report 
in which Breidahl and associates reported that the 
condition of patients with functioning adenoma of 
the islet cells of the pancreas is frequently diag- 
nosed as epileptic. Of 91 patients seen at the Mayo 
Clinic, 37 had what are called convulsive seizures 
as a Clinical symptom. The recognition of seizures 
secondary to hyperinsulinism is of clinical impor- 
tance, as hyperinsulinism due to a pancreatic 
adenoma may be cured surgically. Because of the 
frequent confusion in diagnosis between hyperin- 
sulinism and epilepsy, some investigators have sug- 
gested that every patient with seizures should have 
a fasting blood sugar determination. In the experi- 
ence of the authors routine determination of fasting 
blood sugar has not proved to be an effective aid in 
the recognition of hyperinsulinism. 

In order to differentiate epilepsy due to hyper- 
insulinism from epilepsy due to other causes, the 
authors reviewed the records of 91 patients with 
hyperinsulinism previously described by Breidahl 
and associates. The term “hyperinsulinism” is re- 
served for patients in whom a hyperfunctioning 
tumor of the islets of Langerhans has been found. 
An epileptic seizure is defined as “a brief, abrupt, 
recurrent, paroxysmal, stereotyped cerebral storm 
inappropriate to the immediate situation and fol- 
lowed by transient impairment of cerebral func- 
tion.” Transient recurrent cerebral symptoms and 
signs were common in the 91 patients. The criteria 
just mentioned for recognition of an epileptic 
seizure were applied to these symptoms. 

In 21 of the 37 patients in whom Breidahl and 
associates had observed convulsive seizures, the 
recurrent cerebral symptoms were gradual in onset, 
variable in manifestations, and of long (several 
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hours to days) duration. The character of these 
attacks was distinctly different from an epileptic 
seizure. The authors, therefore, conclude that only 
16 of the 91 patients had had epileptic seizures. 
Fifteen of the 16 patients had seizures best classi- 
fied as generalized convulsions. In some the attack 
was typically grand mal, while in others loss of 
consciousness occurred with only mild tonic or 
clonic movements. In 9 patients prodromal symp- 
toms of paresthesia, dazed feeling, sweating, pallor, 
faintness, hunger, or diplopia occurred, usually 30 
minutes or more before onset of a convulsion. In 
14 of 16 patients the first seizure occurred between 
the ages of 31 and 63 years. In 2 the first seizure 
occurred at ages 9 and 23 years respectively. Fre- 
quency of these seizures varied greatly. In 8 pa- 
tients attacks occurred several times a week to 
several times a month, but the others had had only 
a few or single seizures. 

Neurological examination and electroencephalo- 
graphic study, conducted at a time when the pa- 
tient did not have hypoglycemia, usually produced 
normal results. One patient had a positive Babinski 
sign and an abnormal increase in the activity of 
muscle stretch reflexes on the left side. In only 3 
patients were electroencephalographic abnormali- 
ties noted: slight dysrhythmia in 2 and bitemporal 
slow waves in 1. In these 16 patients with epilepsy, 
the cause of hyperinsulinism was adenoma of the 
islet cells of the pancreas in 9 and adenocarcinoma 
in 7. The authors could discover no relationship 
between the type of pancreatic lesions and the 
character or frequency of the epileptic seizures. 


Late Prognosis of Chlorpromazine Jaundice. A. G. 
Melrose and J. R. Roy. Brit. M. J. 1:818-819 (March 
28) 1959 [London]. 


Jaundice, the best known of the complications 
of chlorpromazine therapy, has an incidence of 
about 1%. The authors cite one investigator who 
found that, in 55 patients hospitalized with jaundice 
in 1957, chlorpromazine was the cause in 5. It is 
believed that jaundice is caused by hypersensitivity 
to the drug within the liver, which may result in 
an increased permeability of the cholangioles. The 
characteristic histological picture is one of biliary 
stasis, with infiltration of the portal tracts by poly- 
morphonuclear leukocytes, among which eosino- 
phils are frequent. In most patients the period of 
jaundice is brief, lasting only a few weeks, but in 
some jaundice has been known to persist for 
months. 

In order to ascertain whether disappearance of 
the jaundice is followed by complete histological 
and functional restoration, the authors made studies 
on 2 patients, a 52-year-old woman and a 48-year- 
old man, who had had chlorpromazine jaundice 
6 months and 1 year previously. They were studied 
by means of liver-function tests and needle biopsy. 
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Neither had suffered previously from liver disorder, 
and no clinical stigmas of chronic liver disease 
were noted while they were under observation. 
Persistent histological changes were observed in 
both patients, but biliary cirrhosis was not ob- 
served. In one patient the liver function tests re- 
mained abnormal. 

Chlorpromazine is of such recent introduction 
that enough time has not yet elapsed for the ulti- 
mate prognosis in all patients who develop jaundice 
to become clear. The present investigation indi- 
cates that restoration of normal liver histology or 
function, or both, may be long delayed. If perma- 
nent changes were to ensue, the original cholangio- 
lytic type of lesion is of a nature that could lead 
to biliary cirrhosis. Literature reports are cited con- 
firming this possibility. The authors conclude that, 
since the drug is potentially toxic, it should not be 
used without careful consideration. 


PEDIATRICS 


Chronic Idiopathic Hypercalcemia (Fanconi-Schle- 
singer Type): Treatment with Thyroxin. C. Hooft 
and A. Vermassen. Maandschr. kindergeneesk. 
27:37-52 (Feb.) 1959 (In Dutch) [Leiden, Nether- 
lands]. 


The female infant whose history is presented 
was born to normal parents, although the father’s 
family included members with some defects, par- 
ticularly low stature. The mother’s pregnancy and 
delivery were normal. It was not known whether 
the mother had received supplementary vitamin D 
during her pregnancy. The infant exhibited ano- 
rexia, vomiting, and failure to thrive from birth, 
also constipation, retardation of both physical and 
mental development, marked hypotonia, a charac- 
teristic facies, small head, hypertension, and a heart 
murmur. The most important biochemical findings 
were persistent hypercalcemia, hypercholesterol- 
emia, and subnormal renal clearances. Roentgenos- 
copy revealed dense transverse bands in the meta- 
physes of the long bones and increased density at 
the base of the skull. The first clinical features— 
anorexia, vomiting, and failure to grow normally— 
were definitely present before vitamin D was ad- 
ministered or vitaminized milk was given. The 
existence of increased sensitivity to vitamin D was 
established later. 

The authors point out that hypercalcemia can 
develop in children not only after the administra- 
tion of excessive doses of vitamin D but also in 
connection with certain disorders, such as hyper- 
parathyroidism, sarcoidosis, interstitial plasma-cell 
pneumonia, hypophosphatasia, prolonged immobil- 
ization, and hypothyroidism, and with malignant 
conditions, such as leukemia, Hodgkin's disease, or 
sympathicoblastoma. Frequently children with 
these disorders are more sensitive to vitamin D 
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than normal children. In recent years hypercal- 
cemia without apparent cause has also been re- 
ported in the absence of the aforementioned dis- 
orders. “Idiopathic hypercalcemia in infants with 
failure to thrive” was described by Lightwood and 
Payne in Britain in 1952, and during the same year 
Fanconi and associates in Switzerland and Schle- 
singer and others in Britain described “chronic 
hypercalcemia, combined with osteosclerosis, hy- 
perazotemia, subnormal growth, and malforma- 
tions.” It is suggested that the disorder described 
by Lightwood is a mild or incomplete form of the 
syndrome described by Fanconi and Schlesinger. 
The benign or incomplete form is usually reversible 
within a few months. The more severe form begins 
earlier in life, the hypercalcemia is more persistent, 
severe physical and mental defects exist, and death 
may result from renal damage or intercurrent dis- 
eases. 

With regard to the case presented, the authors 
suggest that this type (Fanconi-Schlesinger) of idio- 
pathic hypercalcemia results from a metabolic ab- 
normality of endogenous vitamin-D-active sub- 
stances, probably sterols. Treatment with thyroxin 
was followed by improvement in all the clinical, 
biochemical, and roentgenologic features. This 
favorable effect of thyroxin could not be explained 
by a clinically observable hypofunction of the thy- 
roid, but it presumably resulted from the increased 
excretion of calcium both in the urine and in the 
feces. It is possible that thyroxin has a direct effect 
on the vitamin D activity in the serum. 


A Controlled Study of Three Methods of Prophy- 
laxis Against Streptococcal Infection in a Popula- 
tion of Rheumatic Children: II. Results of the First 
Three Years of the Study, Including Methods for 
Evaluating the Maintenance of Oral Prophylaxis. 
A. R. Feinstein, H. F. Word, J. A. Epstein and 
others. New England J. Med. 260:697-702 (April 2) 
1959 [Boston]. 


Three hundred ninety-one children and ado- 
lescents, with unequivocal previous attacks of rheu- 
matic fever, were followed at the Irvington House 
Prophylaxis Clinic, New York, in a special study 
designed to compare the effectiveness of 3 prophy- 
lactic regimens in the prevention of streptococcic 
infections and rheumatic recurrences. At the start 
of this study, a statistical method of random selec- 
tion was used to divide the patients into 3 groups 
comparable in age, cardiac status, and duration of 
freedom from rheumatic activity. Each group was 
assigned to 1 of the 3 therapeutic agents under 
study: 1 Gm. of sulfadiazine given daily by mouth; 
200,000 units of potassium penicillin G given daily 
by mouth; and injections of 1,200,000 units of ben- 
zathine penicillin G per month. The patients were 
examined monthly after the beginning of the study. 
Streptococcic infections were detected by careful 
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bacteriological and immunological techniques (with 
the use of antistreptokinase and antihyaluronidase 
as well as antistreptolysin-O titers when necessary). 
Recurrences of rheumatic fever were diagnosed by 
means of the modified Jones criteria. 

The data for the first 8 years of this study have 
now been completed and show the following inci- 
dence of streptococcic infections per patient year in 
each group: sulfadiazine, 21.1%; penicillin given by 
mouth, 20.7%; and penicillin given by injection, 
7.3%. When the group of patients taking the drugs 
by mouth was divided into those who maintained 
good prophylaxis and those who did not, it was 
found that the injections were still more effective 
than either preparation given orally for the preven- 
tion of streptococcic infections, and that sulfadia- 
zine had been more effective than penicillin given 
by mouth to patients who maintained good prophy- 
laxis. The recurrence rate of rheumatic fever per 
patient year was as follows: sulfadiazine, 1.9%; 
penicillin tablets, 5%; and penicillin injections, 0.3%. 

These data show unequivocally that injections 
are more effective than oral administration of either 
sulfadiazine or penicillin, in the dosage schedule 
used, for the prevention of streptococcic infections 
and rheumatic fever. Of the 2 agents given orally, 
sulfadiazine has been as good as, and possibly su- 
perior to, penicillin. This observation has many 
ramifications for the mass-scale rheumatic-fever 
prophylaxis programs now in operation. The ap- 
parent superiority of sulfadiazine is now being 
tested against a double dose of penicillin in a new 
group of patients who have been added to those 
in the original study. 


Vasopressin-Resistant Diabetes Insipidus. S. A. 
Kaplan, A. M. Yuceoglu and J. Strauss. A. M. A. 
J. Dis. Child. 97:308-313 (March) 1959 [Chicago]. 


In 3 generations of a Negro family there were 8 
members with vasopressin-resistant diabetes in- 
sipidus. Of the 8 patients, 4 were children (3 boys 
and 1 girl between the ages of 3 months and 4% 
years), and 3 were adults (the mother of one of the 
boys and 2 of her sisters). The most remarkable 
feature of the disease as manifested by these pa- 
tients was its extraordinary variability. Some of the 
patients had only polyuria and polydypsia, but in 
one patient there occurred, temporarily, growth 
retardation, hypernatremia, reduced urea clearance, 
and severe impairment of renal powers of base 
conservation. In 3 patients there was marked hyper- 
aminoaciduria. Except for aminoaciduria and fail- 
ure to concentrate maximally, renal function ap- 
peared to be normal in all the patients when this 
paper was written. It is worthy of note that in this 
family vasopressin-resistant diabetes insipidus oc- 
curred in both males and females. Reports on 120 
patients with this disease were collected from the 
literature. The reported data support the contention 
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that in many instances, at least, vasopressin-resistant 
diabetes insipidus is not transmitted by a sex-linked 
recessive gene but by an autosomal dominant. 


THERAPEUTICS 


Hemisulfur Mustard in the Palliation of Patients 
with Metastatic Ovarian Carcinoma. T. H. Green. 
Obst. & Gynec. 13:383-393 (April) 1959 [New 
York]. 


The author reports the experience accumulated 
between 1953 and 1958 at the Vincent Memorial 
Hospital in Boston in the use of hemisulfur mus- 
tard to achieve palliation and particularly control 
of ascites in 30 patients with disseminated ovarian 
carcinoma. All these patients had been given bene- 
fits of surgery and radiation therapy before the 
therapy with hemisulfur mustard. All of them were 
hospitalized during and for a few days after treat- 
ment with hemisulfur mustard. Pretreatment con- 
sisted of 0.1 Gm. of diphenylhydantoin (Dilantin) 
given orally 3 times daily for several days prior to 
the administration of hemisulfur mustard. Dilantin 
was continued during treatment and for several 
days thereafter and was given intramuscularly 
whenever nausea and vomiting intervened. Prepa- 
rations with cerebral-stimulating effect should not 
be given during or immediately after hemisulfur 
mustard therapy. The standard course of intrave- 
nous therapy with hemisulfur mustard consisted of 
3 divided doses of 200 mg. each, an interval of at 
least 48 hours being allowed between injections or 
until any signs of toxicity had subsided. It is neces- 
sary to make the injection into a large vein to 
avoid skin irritation and phlebitis. Occasionally 
the third and last injection was omitted because of 
the occurrence and persistence of significant symp- 
toms of neurotoxicity. A single dosage of 300 to 
350 mg. of hemisulfur mustard was used for direct 
intraperitoneal injection. The solution is prepared 
immediately before the intraperitoneal injection in 
exactly the same manner as for intravenous injec- 
tion. Paracentesis was done with the usual small 
trocar, which removed about half of the ascitic 
fluid present. 

Nineteen of the 30 patients were treated in- 
travenously and 11 by direct intraperitoneal injec- 
tion. Fifteen of the 19 patients treated intravenously 
and 6 of the 11 patients treated by direct intra- 
peritoneal injection experienced significant benefit 
from the drug. The longest post-treatment survival 
to date has been 33 months among these patients; 
8 patients lived, or are at present living, 6 to 12 
months after treatment. Of the 9 patients who did 
not benefit from the drug, 3 survived for 3, 7, and 
10 months, respectively, 4 died within 6 weeks of 
therapy, and 2 died during intravenous therapy; of 
the latter 2, one died of pulmonary embolism and 
the other in severe convulsions. Suppression of 
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ascites was the most frequent favorable objective 
response, and there was complete and permanent 
disappearance of abdominal fluid in 62% of the 
patients, with significant decrease in the rate of 
formation in an additional 15%. In 8 patients a 
decrease in size of palpable abdominal or pelvic 
masses was observed. The intravenous administra- 
tion of hemisulfur mustard seemed to produce 
favorable palliative effects in a somewhat greater 
percentage of patients than did the intraperitoneal 
instillations; but the single injection technique of 
direct intraperitoneal instillation offers many ad- 
vantages to the patient in its ease and simplicity. 
Absence of toxic side-effects and shortened hos- 
pitalization time seem to warrant continued trial, 
particularly in patients who present only the prob- 
lem of ascites in the absence of large masses or 
other manifestations of metastatic disease. 


Potentiation of Biological Activities of Steroids by 
Carcinogenic Hydrocarbons. E. Myles Glenn, S. C. 
Lyster, B. J. Bowman and §. L. Richardson. Endo- 
crinology 64:419-430 (March) 1959 [Springfield, II].]. 


Previous studies by other investigators had sug- 
gested that local implantation of certain carcino- 
genic hydrocarbons antagonizes or inhibits the 
biological response of specific target organs to 
androgens, estrogens, and progestational agents. It 
had been demonstrated that an experimental mam- 
mary fibroadenoma, refractory to steroid therapy 
alone, showed a marked retardation of growth 
when androstan-178-ol-3-one and 3-methylcholan- 
threne were administered together. When admin- 
istered alone, neither compound induced a marked 
degree of inhibition. These results led to a hy- 
pothesis that carcinogenic agents may alter the re- 
sponse of certain cells to steroid hormones and that 
systemic administration of carcinogenic hydrocar- 
bons may produce different effects from those ob- 
served after local implantation. The experiments 
described here were designed to determine the in- 
fluence of carcinogenic hydrocarbons on biological 
effects produced by androgens and adrenocortical 
steroids. 

The authors demonstrated in experiments on 
rats that oral administration of 3-methylcholan- 
threne, 2-anthramine, benz-a-pyrene, and 7-methy]- 
benzanthracene, all carcinogenic agents, greatly 
potentiated both the androgenic and the myotropic 
effects of 17-methyltestosterone. Noncarcinogenic 
hydrocarbons investigated were nearly inactive in 
this regard. Oral and direct administration of 
3-methylcholanthrene potentiated both the glyco- 
genic and the antiphlogistic properties of hydro- 
cortisone. Inactive hydrocarbons, anthracene and 
phenanthrene, failed to induce this type of phe- 
nomenon. Both in vivo and in vitro studies indi- 
cated that the ability of carcinogenic hydrocarbons 
to potentiate biological effects of steroids is due to 
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a direct effect of the carcinogenic agent at the 
cellular level and not to a decreased rate of steroid 
metabolism by the liver. 


Glycine in Hypochromic Microcytic Anemia. A. Y. 
Kim, W. A. Beck, C. H. Kim and H. S. Portogallo. 
Northwest Med. 58:383-388 (March) 1959 [Seattle]. 


This report is based on observations made with 
Glytinic, a hematinic agent supplemented with 
glycine and containing ferrous gluconate, B vita- 
mins, and trace elements, in the treatment of 60 
patients with hypochromic microcytic anemia. 
There were 2 groups of patients, those who did 
not respond to the usual iron therapy and those 
who demonstrated an intolerance to iron therapy. 
Thirty of the patients who did not respond to iron 
therapy were patients in whom anemia developed 
as a result of long-standing low-protein intake. 
Twenty of these patients were given 100 mg. of 
iron as ferrous gluconate in a daily dose for 90 days 
and 10 were given 333 mg. of ferrous sulfate for 
60 days daily, but no hematological response was 
noted. When Glytinic was administered, however, 
the hematological response was good. The remain- 
ing 30 patients who had demonstrated an intoler- 
ance to iron therapy or ferrous sulfate all responded 
well to the administration of the glycine-supple- 
mented hematinic. Glycine was felt to be of value 
as an amino acid concerned with hemoglobin syn- 
thesis or as an expedient source of nitrogen for the 
production of other amino acids required for hemo- 
globin synthesis. Only 5 out of 656 patients who 
were tested over a 4-year period by the authors 
demonstrated mild gastrointestinal disturbance, 
which shows that a glycine-supplemented hematinic 
is well tolerated. 


PATHOLOGY 


Alcohol as a Factor in Medico-Legal Sudden 
Deaths. C. Duncan. M. J. Australia 1:322-323 
(March 7) 1959 [Sydney]. 


It has been pointed out that, while it is illegal 
to take without consent blood from a live person 
for the purpose of alcohol estimation, there is no 
fear of a charge of assault when the blood is taken 
from the dead body at an autopsy. There are satis- 
factory methods for estimating the postmortem 
blood alcohol levels, and the results are reliable if 
the blood is taken from a peripheral source, but 
are open to errors if it is taken from the heart, the 
chest, or the abdominal cavities. The author says 
that in Hobart, Tasmania, the value of blood 
alcohol tests in connection with the coroner’s work 
has been realized for a long time, but until fairly 
recently facilities for performing the estimations 
were lacking. Now they are carried out in the gov- 
ernment analyst’s department. 
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Whenever possible, blood is withdrawn by cut- 
ting through a femoral vein, and several milliliters 
can usually be obtained. Occasionally, in subjects 
with great blood loss, the femoral vessels are empty, 
and it is necessary to depend on the cerebral ves- 
sels. Urine also is collected, if the femoral vein site 
is unsatisfactory, or if there are unusual circum- 
stances about the death. The blood or urine is de- 
livered immediately to the analyst, who adds 
fluoride as a preservative if the test is not made 
until later. The analyst reports the alcohol content 
of the blood in milligrams per 100 ml. of blood, 
works out the total amount of absolute alcohol 
present in the body . the basis of the deceased's 
weight, and then gives the amount of whisky and 
beer which is equivalent to the calculated amount 
of alcohol present. The test is not used in all 
deaths but in murder, manslaughter, and some 
traffic accidents and in cases in which alcohol is 
suspected as a causative factor in the death. The 
findings in a consecutive series of fatal traffic acci- 
dents over a period of 3% years are given in a 
table, and several cases in which the test proved 
important are described. 


The Technic of Nuclear Sexing. D. J. B. Ashley. 
Am. J. Clin. Path. 31:230-237 (March) 1959 [Balti- 


more]. 


The technique of nuclear sexing is now a well- 
established research method, and its wide range of 
applications leads to an increasing flow of requests 
to the pathologist for this examination. It is the 
purpose of this paper to describe the methods gen- 
erally used for this test, and to demonstrate that it 
is not an esoteric research method to be used only 
by special departments but is within the scope of 
the general pathologist. Cells from practically any 
tissue of the body may be used for “sexing,” but it 
is usually most convenient to use material which 
may be obtained with minimal discomfort to the 
patient. The cells of the squamous epithelium of 
the skin in man are particularly suitable and can be 
readily obtained either as a formal skin biopsy or 
by scraping cells from the inside of the mouth. 

The sex chromatin body is a mass of hetero- 
chromatin, 0.7 by 1.2 w in mean dimensions. It lies 
in the nucleoplasm of the cell and is most often 
located near the nuclear membrane. It stains deeply 
with the specific nuclear stains, and a deep red- 
violet by the Feulgen technique, and appears as a 
small body that is much darker than the remainder 
of the nucleus. In the usual position, adjacent to 
the nuclear membrane, it has a planoconvex form 
with the plane surface closely applied to the nuclear 
membrane, but if it lies free in the nucleoplasm, it 
assumes a circular shape. Sex chromatin can be 
identified in 80 to 90% of the cells of the normal 
female. Masses of chromatin, morphologically sim- 
ilar to those seen in the female, may be seen in a 
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small proportion of the cells of the normal male. 
These bodies are not the same as those found in 
the female, but consist of irregular aggregations of 
nuclear material. The frequency of these irregular 
chromatin masses is always less than 10% in the 
cell nuclei of the male. When the strictest criteria 
are used, the frequency of identified sex chromatin 
in the cells of the female is less than 80 to 90%. 

An alternative method of diagnosis of genetic 
sex by means of the cells of the peripheral blood 
was described in 1954 by Davidson and Smith. 
These 2 workers demonstrated that a small propor- 
tion of the polymorphonuclear leukocytes in normal 
women had a small projection approximately the 
same size as the sex chromatin body observed in 
the somatic cells. This projection, which they 
termed the “drumstick,” was present in at least 6 
of every 500 cells in the female, but true drum- 
sticks were never seen in the male. The technique 
of leukocyte sexing is simple. Films are made from 
the peripheral blood, preferably on cover slips, 
and are stained by the routine methods for blood 
films—Leishman’s, Jenner-Giemsa’s, or Wright's 
stain. If 6 or more drumsticks are observed in the 
examination of 500 polymorphonuclear leukocytes, 
the patient is regarded as female; if less than 6 
bodies resembling drumsticks are observed, the 
patient is regarded as male. The drumstick is a 
spherical body, about l» in diameter, and is at- 
tached to the side of the lobulated nucleus by a 
thin stalk. Care must be exercised to exclude from 
consideration small sessile appendages attached to 
the body of the nucleus by a thick stalk, racquet- 
shaped bodies that often manifest central vacuola- 
tion, and small lobes at the extremities of the 
nucleus that may be observed in either sex. Many 
investigators have confirmed the findings of David- 
son and Smith, but in a few instances discrepancies 
have been noted between the results obtained by 
the leukocyte method and those obtained by the 
use of somatic tissue cells. Stress is placed on the 
necessity for experience in the tests and the use of 
control material. 


Behavior of Certain Enzymatic Activities in the 
Course of Ischemic Syndromes of Obliterating Ar- 
teriopathy of Lower Extremities: Aspartic Trans- 
aminase, Alanine-Ketoglutaric Transaminase and 
Phosphoglucomutase. A. Di Simone and G. Fer- 
rante. Minerva chir. 14:123-127 (Feb. 15) 1959 (In 
Italian) [Turin, Italy]. 


Serum aspartic transaminase, alanine-ketoglutaric 
transaminase, and phosphoglucomutase levels were 
studied in 20 patients, aged between 12 and 73 
years, with acute and chronic arterial disease of the 
lower extremities. Atherosclerosis was present in 18 
patients, thromboangiitis obliterans in 6, arteri- 
opathy of diabetic origin in 3, acute thrombosis in 
1, postembolic arteriopathy in 1, and arterial lesion 
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probably related to virus in 1. Serum aspartic 
transaminase and alanine-ketoglutaric transaminase 
levels rose proportionally with the severity of the 
disease in patients with arteriopathy obliterans. The 
values remained within the physiological limits in 
instances of arteriopathy not associated with ulcer- 
ative or gangrenous lesions, they were high in the 
presence of ulceration or gangrenous states. Very 
high values of serum aspartic transaminase and 
alanine-ketoglutaric transaminase activities were 
observed in patients who had an acute onset of 
ischemic disorder not necessarily related to a severe 
necrosis. Of the patients with diabetic arteriopathy. 
values did not change in 2 with severe arterial 
lesions but changed in 1 with average severe form 
of the disease. 

The serum phosphoglucomutase level increased, 
but not as markedly as the levels of the 2 transami- 
nases, in patients who had acute or chronic ischemic 
disorders associated with extensive tissue degenera- 
tion. No changes in the transaminase activity took 
place in instances of diabetic arteriopathy. How- 
ever, the values of enzymatic activity were high in 
2 patients before amputation of a leg affected by 
gangrene, but they returned to normal after com- 
pleted cicatrization. This investigation suggests that 
there exists a pathological nexus between the varia- 
tion of serum enzymatic activities and certain types 
of obliterating arteriopathy, particularly those re- 
lated to muscular necrosis. 


Transformation of a Normal into an Active Breast 
with Milk Secretion in the Course of Malignant 
Tumors and After Ovariectomy. G. Piacentini. 
Policlinico (sez. prat.) 66:249-256 (Feb. 23) 1959 (In 
Italian) [Rome]. 


Reactivation of a normal and quiescent mammary 
gland, accompanied by milk secretion from the 
breast on mild compression, and hyperpigmentation 
of the areola and nipple of the breast were ob- 
served in 2 women in the course of an advanced 
phase of malignant neoplastic disease. A nodule on 
the right side of the inguinal region appeared in 
one woman at the age of 37 years when she reached 
the menopause. She haa begun to menstruate at 
the age of 13 and had had 5 normal deliveries. A 
course of roentgenotherapy had been started 10 
months after the appearance of the nodule, at the 
time that it had started to grow. The nodule en- 
larged into an ulcerating tumor and was diagnosed 
as a polymorphous sarcoma. Pulmonary and intra- 
abdominal metastases appeared 6 months after the 
completion of the roentgenotherapy. At this stage 
profuse milk secretion was observed on mild com- 
pression of the breast. This anomaly persisted until 
the patient’s death. 

A small painful nodule with retraction of the 
nipple developed in the other woman at the age 
of 30. She had had 2 children and normal men- 
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struation. A radical mastectomy for carcinoma of 
the breast and metastases in the axillary lymph 
nodes was performed a month later. Ovariectomy 
was done 4 months after the mastectomy. Wide- 
spread skeletal metastases were observed a month 
after the ovariectomy. Carcinomatous metastases 
were simultaneously revealed in the region of the 
resected breast. The remaining mammary gland 
was reactivated and continued to secrete milk until 
the patient's death. 

The author believes that the pituitary body was 
either the main factor or was subsequently in- 
volved in the process of the neoplastic disease in 
the first patient who had a precocious menopause. 
In the second patient rapid development of metas- 
tases in the bones and skin and lymph nodes, with 
reactivation of a quiescent mammary gland after 
ovariectomy, supports the hypothesis of a correla- 
tion between malignant neoplastic disease and the 
activity of glands of internal secretion. 


Renal Lesions in Scleroderma: Clinical and Patho- 
logical Features. J. D. Tange. Australasian Ann. 
Med. 8:27-34 (Feb.) 1959 [Sydney, Australia]. 


Scleroderma is a generalized disease, apparently 
primarily affecting the small vessels. Since it pro- 
duces such characteristic and striking changes in 
the skin, attention was at first attracted to this; 
however, the presence and importance of visceral, 
and especially of renal, involvement have now be- 
come more widely recognized. The author cites 
previous investigators, who emphasized the nature 
and consequences of renal lesions, and then de- 
scribes observations on 3 patients, who were women 
ranging in age from 36 to 69 years. The disease 
lasted 2 years in one of these women and 1 year in 
each of the others. The terminal phases lasted 6, 
12, and 2 weeks, respectively, and were heralded 
by rising blood pressure and 2lbuminuria. In 2 
cases there was papilledema together with retinal 
hemorrhages and exudates. In the third there was 
no record of ophthalmoscopic examination, but the 
course was such that these changes were likely to 
have been present. Two of the 3 patients received 
adrenal cortical steroids. In both the blood pressure 
had already risen before treatment was instituted, 
but the progress of the disease seemed to be accel- 
erated after the steroid administration. 

The significant renal lesion in scleroderma is a 
mucoid or loose fibrous swelling of the walls of 
the intralobular arteries, involving the entire wall 
or the intima alone without inflammatory cell re- 
action; the lumen is substantially narrowed or ob- 
literated. Interference with cortical blood flow 
leads to necrosis and thrombosis of the afferent 
arterioles and focal infarcts of the cortex. Clinically, 
these changes are mirrored by rapidly progressive 
renal failure or by severe hypertension or both. The 
clinical features and the renal lesions closely re- 
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semble those described in malignant or rapidly pro- 
gressive hypertension. Corticosteroids accelerate 
the progress of the hypertension or may even de- 
termine its appearance. Thickening of the basement 
membranes of the glomerular capillaries is found 
independently of these arterial lesions. The his- 
tories of patients showing this glomerular change 
suggest that it is probably related clinically to the 
occurrence of a trace of albumin in the urine, and 
that the appearance of albuminuria does not neces- 
sarily presage the onset of severe hypertension and 
renal failure. The author suggests that the occur- 
rence of renal failure in 5 of 31 patients who died 
of scleroderma and the increasing number of re- 
ports in the literature permit an estimate of the 
incidence of these complications. 


Sex Chromatin in Cultured Normal and Cancerous 
Human Tissues. C. P. Miles. Cancer 12:299-305 
(March-April) 1959 [Philadelphia]. 


Cells from 21 tumors obtained from 11 women 
and 10 men were examined for sex chromatin after 
the tissues had been cultured in vitro. With 2 ex- 
ceptions, the female tissues showed sex chromatin 
in high percentages, while the male tissues did not. 
There was no significant difference with regard to 
sex chromatin between normal and cancerous out- 
growths from primary explants. It is probable that 
not all nuclei from female tissues contain sex 
chromatin clumps. Either the sex clump cannot 
occur at any point on the nuclear membrane or 
else the nucleus is not oriented at random with the 
culture substrate. It may be concluded from this 
study that at least some malignant tumors from 
women continue to show sex chromatin in in vitro 
culture. It is doubtless also a safe inference that 
these cells possess the sex clumps in vivo, however 
difficult the demonstration of sex chromatin may 
be in tissue sections of tumors. The finding that 
sex chromatin does persist, at least in primary ex- 
plants, may have experimental as well as clinical 
value. 


RADIOLOGY 


Lymphangioma of the Duodenum. J. G. Davis, 
H. Peck and B. L. Gray. Am. J. Roentgenol. 81:613- 
615 (April) 1959 [Springfield, Il.]. 


The authors present the case of a 65-year-old 
man who complained of crampy right upper quad- 
rant abdominal pain of 9 months’ duration, usually 
occurring after meals and nocturnally, aggravated 
by spicy foods, and relieved by eating and drinking 
milk. He denied nausea, vomiting, melena, jaun- 
dice, change in bowel habits, or weight loss. Upper 
gastrointestinal roentgen-ray examinations revealed 
a small hiatal hernia and a deformed duodenal cap. 
In the 4th portion of the duodenum, a circum- 
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scribed oval filling defect with intact overlying 
mucosa was demonstrated. Surgical intervention 
revealed that the deformity of the duodenal cap 
apparently was the result of adhesions from a 
chronically infected gallbladder containing non- 
opaque stones. In the superior wall of the 4th por- 
tion of the duodenum near the ligament of Treitz, 
a soft, boggy, slightly irregular submucosal mass 
was found, measuring approximately 3 cm. in its 
greatest dimension. This appeared grossly benign, 
and frozen section microscopically revealed a 
lymphangioma. 

Only 10 cases of lymphangioma of the gastro- 
intestinal tract have been described in the English 
literature. There have been no previous reports of 
lymphangioma in the duodenum. Lymphangioma is 
one of the least frequent of the benign tumors of 
the small intestine. It is thought to arise from the 
lymphatic plexus in the submucosa into which the 
lacteals of the villi empty. Many believe the tumor 
develops from misplaced embryonic tissue, but 
evidence to support this is lacking. A more plausi- 
ble cause seems to be stasis and back pressure 
brought about by blockage from the mesenteric 
lymph nodes. Tumors of the small intestine may or 
may not be symptomatic. If symptoms are present, 
they can be of 3 types: (1) obstructive; (2) bleeding; 
and (3) symptoms arising from local irritability, 
such as ulcer-like pain, vague signs of indigestion, 
nausea, belching, and occasionally vomiting. Intus- 
susception may be found. The roentgenologic as- 
pects of lymphangioma are those of a submucosal 
intramural tumor, usually with overlying intact 
mucosa. 


Six Primary Adenocarcinomas of the Colon Occur- 
ring Simultaneously: Report of a Case. W. Molnar. 
Am. J. Roentgenol. 81:678-682 (April) 1959 [Spring- 
field, Ill.]. 


Studies based on large numbers of collected 
cases show that the average incidence rate of 
multiple malignant lesions of the colon is between 
3 and 4%, Old age apparently is not a factor in the 
occurrence of multiple lesions, since the mean age 
for such patients is less than for patients with single 
lesions. Adenomatous polyps are believed by many 
authors to be precancerous lesions because of the 
higher incidence of benign polyps associated with 
malignancy. Predisposition or “inherent suscepti- 
bility” to cancer seems to be the most important 
single factor in the production of multiple malig- 
nant lesions of the colon, The case presented was 
that of a 75-year-old diabetic woman, who had had 
adenocarcinoma of the endometrium in 1944. This 
lesion had been treated by irradiation, followed by 
hysterectomy. In 1953 the patient complained of 
having had midabdominal pain since the preceding 
month, associated with nausea and vomiting during 
the last 3 days. A supine roentgenogram of the 
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abdomen on the day of admission showed markedly 
distended ileal loops as well as distention of the 
proximal colon. After the abdomen had been de- 
compressed with the aid of a Miller-Abbott tube, 
an examination with the use of barium showed a 
polypoid mass involving a 5-cm.-long segment in 
the midportion of the elongated sigmoid. There 
was another small mass in the region of the splenic 
flexure. A 7-cm. segment of the hepatic flexure 
narrowed down to an irregularly outlined, rigid 
channel, causing delay in filling of the ascending 
colon with barium. Spot roentgenograms taken of 
these 3 lesions showed the details of the tumors. 
The 14-by-17-in. roentgenograms of the filled colon 
demonstrated another rounded mass, 4 cm. in diam- 
eter, at the medial aspect of the cecum, which was 
believed to represent lipoma of the ileocecal valve. 
The advanced lesions in the hepatic flexure and in 
the sigmoid were obscured because of the tortuosity 
of these segments. At follow-up examination by air- 
contrast study, 2 additional polypoid lesions were 
visualized, one in the proximal sigmoid and another 
in the region of the midtransverse colon. 

At laparotomy only 4 lesions were palpable, be- 
sides the lipoma in the ileocecal region. Although 
a total colectomy was contemplated, the procedure 
had to be terminated after the resection of all the 
colon proximal to the midsigmoid. The patient died 
on the same day. The distal half of the sigmoid and 
the rectum were examined at autopsy. The lesions 
varied in size. The most advanced carcinoma in the 
hepatic flexure was the most proximally located, 
implicating cellular seeding as a possible explana- 
tion for the development of the smaller-sized and 
less-advanced lesions in the left side of the colon. 
There was no evidence of concomitant adenom- 
atous polyps on the removed specimen. No other 
similar case report could be found in the English 
literature. 


PUBLIC HEALTH 


Two Epidemics of Injection Diseases. H. C. Zanen. 
Nederl. tijdschr. geneesk. 103:271-276 (Feb. 7) 1959 
(In Dutch) [Amsterdam]. 


In 1951 hepatitis was declared to be a notifiable 
disease in the Netherlands, and from 1951 to 1957 
a total of 4,276 cases of infectious hepatitis and 45 
cases of serum hepatitis were reported in Amster- 
dam. Every patient with hepatitis was subjected 
to a thorough epidemiologic investigation with re- 
gard to blood transfusions, skin tests, or any type 
of injection (including those performed by a den- 
tist) during the 6 months preceding the onset of 
their hepatitis. The patient was questioned also 
about the occurrence of other cases of jaundice in 
his environment. These inquiries revealed that, in 
419 of the patients with hepatitis reported, one of 
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the aforementioned interventions had been carried 
out during the 6-month period; no other cases of 
hepatitis had occurred in the environment, so that 
a diagnosis of serum hepatitis seemed possible in 
about 10% instead of in only 1% of the patients. In 
classifying the patients according to age, it became 
apparent that in those more than 40 years old about 
50% could have had serum hepatitis. Further analy- 
sis of the types of treatment received and of the 
places in which the treatment had been carried out 
revealed that a large number of hepatitis patients 
had received treatment at one particular outpatient 
clinic. It was ascertained also that, during periods 
when work was pressing, the nursing staff of this 
clinic changed the needle but not the syringe, 
when drawing blood for the determination of the 
erythrocyte sedimentation rate. When a sterile 
needle and syringe were used for every patient, no 
new cases of hepatitis developed. 

In the course of immunizations of school chil- 
dren against diphtheria, inflammatory reactions 
were found to be more frequent than usual. In one 
school abscesses developed in 6 of 77 children who 
had been inoculated. Hemolytic streptococci, group 
A, type 12/27/44, were isolated from 3 of these 
abscesses. Scarlet fever was diagnosed in one child 
one day after the immunization. The abscesses 
were attributed to accidental contamination of a 
common filling-needle. It is pointed out that the 


“use of a common filling-needle for a number of 


injections constitutes a potential danger of infection 
and is to be condemned. 


How Did They Die? A Study on the Occupational 
Mortality in Three Swedish Professions. E. Ask- 
Upmark. Acta med. scandinav. 163:89-104 (no. 2) 
1959 (In English) [Stockholm]. 

This study was originally started to ascertain the 
cause of death in university professors, because 2 
famous professors in the linguistic sciences had 
died of malignant glioma of the brain, and a noted 
pathologist is said to have ascribed the preponder- 
ance of gliomas in males to their cerebral activities. 
In an earlier study the author had been able to 
demonstrate the predilection of gliomas for the 
more recently developed parts of the hemisphere, 
the regions of human achievement. Yet the strain 
on the vascular system of the brain might be pre- 
sumed to be considerable in a mental worker, and 
the question had to be answered whether vascular 
lesions were more frequent in the brains of scholars. 
The author compared the mortality in 382 Swedish 
university men, 508 Swedish printing workers, 741 
Swedish street-car employees, and 700 American 
physicians. (Data on the last group were obtained 
from THE JourNnaL). All were males, and no case 
of death under 30 was included. The records for 
the 4 groups covered different periods: those for 
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the Swedish university men, the years from 1900 
to 1957; for the printers, 1925 to 1955 (with some 
exceptions); the street-car men, 1944 to 1956; and 
the American physicians, the year 1957. 

The Swedish university men did not present any 
increased incidence of cerebrovascular lesions or of 
intracranial neoplasms. The incidence of tuber- 
culosis and suicides was rather on the low side. 
The incidence of pulmonary carcinoma was strik- 
ingly low (2 cases). Otherwise the causes of death 
in the professors were about the same as those in 
the average population. The printers died, on an 
average, 10 years younger than the university men; 
yet malignant tumors accounted for a large per- 
centage of their deaths. Bronchial carcinoma was 
particularly frequent during the last 9 years, ac- 
counting for 15 of 267 deaths. Tuberculosis also 
accounted for a strikingly large number of deaths 
among the printers, but vascular lesions of the 
brain were less frequent than in other groups. 
Street-car men at the time of death were, on an 
average, 7 years younger than the university men 
but 3 years older than the printers. Malignant 
tumors were just as common in this group as in the 
group of printing workers, although the proportion 
of bronchial carcinomas was less pronounced. A 
striking feature, as yet unexplainable, was the high 
incidence of intracranial tumors, and suicides were 
rather more common than in the average popula- 
tion. The American physicians served as a control 
group. Their average span of life approached that 
of the Swedish university men. The most striking 
feature was the high incidence of cardiovascular 
deaths, amounting to more than 50% of all deaths, 
3 out of 4 cardiac deaths being due to coronary 
lesions. 

The author concludes that the Swedish univer- 
sity men died of essentially the same causes as did 
men in the general population. There was not the 
slightest evidence that the work of the scholar 
would predispose to the development of cerebral 
disease. The average age of the university men 
exceeded that of the more manual workers, and 
bronchial carcinoma as a cause of death was strik- 
ingly rare. 


Profile of American Families, 1940-57. W. F. Pratt. 
Pub. Health Rep. 74:189-194 (March) 1959 [Wash- 
ington, D. C.]. 


The author shows that marked changes are oc- 
curring in the patterns of American family life, 
many of which have proceeded more rapidly since 
World War II. The number of families in the 
United States has increased. More than _three- 
fourths of the decline in the proportion of the 
population “never married,” since 1890, occurred 
between 1940 and 1957. In this period the propor- 
tion of men currently married increased from 59.7 
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to 67.3%, and of women from 59.5 to 66.4%. The 
number of families increased 35.1% between 1940 
and 1957. Several factors have contributed to this 
increase in families: 1. More couples survive to 
celebrate their golden wedding anniversary. 2. The 
proportion of remarried persons has increased. 3. 
The proportion of persons remaining single has 
declined. 4. Better economic conditions have con- 
tributed to the increase of families by decreasing 
the “doubling-up” in households. 

In commenting on fertility rates, the author says 
that parents today apparently want, or can afford, 
to care for more children. In 1956 the fertility rate 
reached 120.8 infants born alive per 1,000 women, 
15 to 44 years of age, which is in sharp contrast to 
the 1940 rate of 79.9 and is in excess of the 1947 
rate of 113.3, the year of the “baby boom.” Most 
important for trends in family size is that the in- 
crease in fertility rates in recent years has been 
due to increasing rates of third and higher order 
births, which have continued to rise since 1950. 
However, despite the marked increase in fertility 
and children born, the average size of families has 
increased but little and only in the last few years. 

Changes in the household and family situation 
of persons over 65 years of age have been small, 
but in the direction of increasing isolation from 
kinsfolk. Between 1950 and 1957 the proportion of 
persons over 65 who were classified as unrelated 
individuals or inmates of institutions increased 
from 23.5 to 24.8%, or by 3,645,000 persons. 

The social and economic conditions of families 
have generally improved throughout the period 
1940-1957. This has been largely due to the increas- 
ing number of families with more than one earner 
and especially to the increase of women in the 
labor force. Despite the increasing number of de- 
pendent children in families, the participation of 
married women in the labor force has increased. 
On the basis of available data, it is extremely diffi- 
cult to assess the trend in family stability, but the 
increasing proportion of remarried persons and 
the increasing proportion of divorced persons sug- 
gest a growing problem of family instability. While 
many of the trends in American family life, espe- 
cially since World War II, may be regarded as 
encouraging, sight must not be lost of the fact that 
many social problems thought to be closely related 
to family life have been increasing. These are 
juvenile delinquency, mental illness, illegitimacy, 
and living conditions and productive opportunities 
for elder citizens. A basic step in understanding 
these probleins and effecting preventive techniques 
lies in a more detailed study of the family as the 
unit of social, mental, and physical health. The 
author cites the need of more centralized registra- 
tion as well as more intensive study of health 
conditions and of the functions of the family in 
rehabilitation and in preventing and treating illness. 
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BOOK REVIEWS 


Textbook of Surgery. Edited by H. Fred Moseley, M.A., 
D.M., M.Ch., Assistant Professor of Surgery, McGill Univer- 
sity, Montreal, Canada. Third edition. Cloth. $17. Pp. 1336, 
with 846 illustrations. C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3; Henry Kimpton, 134 Great Port- 
land St., London, W. 1, England, 1959. 


This edition continues to be one of the leading 
single-volume references in the field of surgery for 
the medical student, surgical intern, and resident. 
It contains the work of 40 contributors, some of 
whom are new and others of whom have drastically 
revised and improved the sections involving their 
field of interest. This textbook is copiously illus- 
trated, excellent use being made of the Ciba col- 
lection. Many of the plates are in color. The type 
is clear and easily readable. The chapters which 
have been added, particularly the section on pedi- 
atric surgery, are a great asset to this edition. Other 
excellent presentations to be noted are the sections 
on fractures, cardiovascular surgery, the evolution 
of modern surgery, the diagnosis of the acute ab- 
domen, and pancreatic disease. 

If any constructive criticism might be offered for 
future editions, it would be in the sections on 
thyroid carcinoma, parathyroid disease, and the 
surgical management of duodenal ulcers. Much 
recent experimental work and commentary in these 
areas has been excluded from this textbook which 
might have clarified the presentation in these fields. 
The sections on peripheral vascular diseases are 
extremely well done, except that on the treatment 
of peripheral embolization. Immediate operation 
appears to produce better results as regards limb 
salvage and usefulness than any conservative meas- 
ures. The student of surgery is interested in com- 
parative statistics, particularly as pertains to the 
surgical treatment of carcinoma in varied areas. 
This edition might benefit by more attention to this 
item in the future. Despite these minor shortcom- 
ings, the book is worthy of the attention of medical 
students, interns, and residents in the field of 
surgery. 


Bacteriophages. By Mark H. Adams. With Chapters by 
E. S. Anderson, J. S. Gots, F. Jacob and E.-L. Wollman. 
Cloth. $15. Pp. 592, with 17 illustrations, electron micro- 
graphs by E. Kellenberger, Interscience Publishers, Inc., 
250 Fifth Ave., New York 1; Interscience Publishers, Ltd., 
88-90 Chancery Lane, London, W. C. 2, England, 1959. 


This book should be welcomed by all whose 
attempts to keep pace with the rapid developments 
in modern bacteriophage research have been frus- 
trated by an overwhelming array of special articles 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


and reviews. This is the first attempt in over 30 
years to bring the knowledge of bacterial viruses 
under one cover. The book was essentially com- 
pleted by the author before his untimely death. Its 
eventual posthumous publication was made possible 
through the cooperation of a number of specialists 
who helped to edit the completed chapters and 
finish the uncompleted ones. The result is a well- 
written book. With remarkable ease of presentation 
and readability, a complete perspective of the field 
is unfolded. The bacterial viruses are first consid- 
ered as organisms; their chemical, morphologic, and 
antigenic properties and how they are affected by 
physical and chemical agents is described. Then 
follows a detailed account of various phenomena 
which result from the interaction of the bacterio- 
phages with their hosts. Phage genetics, lysogeny, 
colicins, phage typing, and taxonomy are also con- 
sidered. A glossary and valuable appendix covering 
methods and techniques complete the volume. This 
book should be of special interest to all students of 
virology, bacteriology, biochemistry, and genetics. 
Those who are involved in any phase of virus 
research should find it a welcome addition to their 
bookshelves. 


Klinische Methoden der Blutgerinnungsanalyse. Von Prof. 
Dr. J. Jiirgens und Doz. Dr. F. K. Beller. Mit einem Geleit- 
wort von Prof. Dr. M. Giinsslen, Direktor der II. Medi- 
zinischen Universitiitsklinik Frankfurt am Main. Plastic. 56 
marks; $13.35. Pp. 391, with 104 illustrations. Georg Thieme 
Verlag, Herdweg 63, (14a) Stuttgart, West Germany; 
[Intercontinental Medical Book Corporation, 381 Fourth 
Ave,. New York 16], 1959. 


The advances in the understanding of the physi- 
ology and pathology of blood coagulation have been 
bewilderingly rapid in recent years. Even the ex- 
perts in the field have difficulty keeping pace. The 
others, including scientists in related fields and 
clinicians, have all but given up hope of being able 
to maintain an understanding of and a critical point 
of view in relation to these important developments. 
This is probably the reason for the large number of 
monographs on this subject written from various 
points of view. The present contribution is an 
attempt by two distinguished German investigators 
to give a comprehensive and critical review of the 
present-day knowledge of this subject. 

As indicated in the title, the emphasis is on tech- 
niques. The first chapter deals with the modern 
concepts of the physiology of blood clotting, which 
consists of an initial prophase and four phases. Dur- 
ing the prophase, active thromboplastin is formed 
from platelets and plasma factors. Conversion of 
prothrombin to thrombin, of fibrinogen to fibrin, 
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clot retraction, and fibrinolysis take place in the 
four phases of coagulation. The role of inhibitors 
in all but the third phase is described. The presen- 
tation of this complex part of the subject is up to 
date with relatively few defects. For example, on 
the basis of a paper published in 1949, Quick is 
quoted as designating the factor VII principle as a 
special inactive precursor of prothrombin. This 
point of view was given up by Quick several years 
ago. 

The second chapter deals with disorders of coagu- 
lation. Several practical and important topics in- 
cluding changes of coagulation in various diseases, 
the use of the artificial kidney, problems met in the 
use of extracorporeal circulation, diagnosis of im- 
pending thrombosis, and anticoagulant therapy are 
discussed. The equipment of the coagulation lab- 
oratory is presented in a brief chapter. Then follow 
12 chapters on technique including quantitative and 
qualitative examination of platelets; plasma factors 
involved in the prophase and first phase of coagula- 
tion; tests for determination of fibrinogen, the 
fibrinolytic system, coagulation time, and clot re- 
traction; the mathematics of calculation of clotting 
factors; the steps involved in the elucidation of the 
causes and in the differential diagnosis in a patient 
with a hemorrhagic disorder; tests for heparin; and 
the preparation of the many delicate reagents used 
in coagulation studies. The bibliographic references 
are as complete as one would wish. The paper, 
binding, print, and illustrations are of high quality. 
The book can be recommended as a most useful 
source of information to clinicians, pathologists, 
investigators, and students of blood coagulation. 


Diseases of Women. By ten teachers under direction of 
Frederick W. Roques, C.B.E., M.D., M.Chir. Edited by 
Frederick W. Roques, John Beattie, and Joseph Wrigley. 
Tenth edition. Cloth. $8. Pp. 556, with illustrations. Williams 
& Wilkins Company, 428 E. Preston St., Baltimore 2; Edward 
Arnold (Publishers) Ltd., 41-43 Maddox St., London, W. 1, 
England, 1959. 


The first edition of this book appeared 40 years 
ago and was written primarily as a textbook for use 
by medical students. The present editors have 
brought the book up to date by including data on 
vaginal cytology and by rewriting the sections on 
genital prolapse, tuberculous salpingitis, and gyne- 
cologic operations. This edition contains 75 pages 
more than the previous one. In general, the ar- 
rangement of the subjects is the same as before. Be- 
cause the 10 contributors are experienced gynecol- 
ogists and teachers the book contains a large 
amount of practical and useful information. It is 
well written and abundantly illustrated. It is ques- 
tionable whether the 48 pages devoted to gyneco- 
logic operations should have been included in a 
book written primarily for medical students. Among 
the operations described and illustrated are such 
unusual operations as radical excision of the vulva, 
construction of an artificial vagina, enlargement of 
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the vaginal introitus, the “sling” operation, and 
radical abdominal hysterectomy for carcinoma of 
the cervix. In spite of this minor criticism undoubt- 
edly the book will continue to be popular. 


The Physiopathology of Cancer. By 32 authors. Edited by 
Freddy Homburger, M.D. [First edition edited by Freddy 
Homburger and William H. Fishman.] Foreword by Joseph 
C, Aub, M.D., Sc.D. Second edition. Cloth. $33. Pp. 1180, 
with 189 illustrations. Paul B. Hoeber, Inc. (medical book 
department of Harper & Brothers), 49 E. 33rd St., New York 
16, 1959. 


The four parts of this book deal with the biology 
of cancer, the chemistry and physics of cancer, 
clinical investigations into the etiology and endo- 
crinology of cancer, and some practical applications 
of the foregoing in chemotherapy, diagnostic ex- 
foliative cytology, and radiation therapy. The 
amount of information presented is overwhelming, 
and the book is not one to be read continuously 
from cover to cover. Perhaps its size is a good 
omen, presaging a breakthrough in cancer research, 
for it reminds one of the large volumes on glyco- 
suria and carbohydrate metabolism that reflected 
the unhappy state of diabetes research just before 
the discovery of insulin in 1922. 

A few criticisms are offered as suggestions to 
prospective authors of similar works and to the 
present authors in case future editions are contem- 
plated. The statistical formulas in this book are not 
always set up in a way that enables the reader 
to tell whether a succession of two or more letters 
denotes the product of two or more quantities or 
simply represents the abbreviation for a single 
quantity. The index is rendered tricky by over- 
classification, so that one finds “plutonium” and 
“thorium,” for example, not under P and T but un- 
der C for “carcinogens.” Neither the index nor the 
table of contents helps the reader to locate discus- 
sions of such important questions as the existence 
of precancerous lesions or the alleged carcinogenic 
action of smegma. These faults, together with some 
unevenness of space-allocation for various subjects, 
detract but slightly from an otherwise splendid 
piece of work. Copious bibliographies follow each 
chapter. The book should be valuable to everyone 
engaged in research on the rapidly developing sub- 
ject of cancer. 


Progressive Exercise Therapy in Rehabilitation and Phys- 
ical Education. By John H. C. Colson, F.C.S.P., M.S.R.G., 
M.A.O.T., Principal, School of Remedial Gymnastics and 
Recreational Therapy, and Director of Rehabilitation, Pin- 
derfields Hospital, Wakefield. With foreword by J. M. P. 
Clark, M.B.E., M.B., Ch.B. Cloth. $4.50. Pp. 184, with 174 
illustrations. Williams & Wilkins Company, 428 E. Preston 
St., Baltimore 2; John Wright & Sons, Ltd., 42-44 Triangle 
West, Bristol 8, England, 1958. 


Except for brief explanations of the conditions 
for which they are prescribed this book consists 
almost entirely of exercise directions and diagrams. 
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The volume is divided into three parts dealing with 
(1) progressive exercises for the various body 
parts, (2) specific exercises for use in certain post- 
operative conditions, and (3) general exercises 
for supplementary conditioning. In the first section, 
the progression is developed by classifying the ex- 
ercises as elementary, intermediate, and advanced 
with gradations within each of these groups. Ex- 
ercises for specific therapy are grouped in prim- 
ary and secondary categories and also in terms of 
their use at various periods during recovery and 
rehabilitation. General exercises include warming 
up exercises, which may be done to music, and 
“circuit training” routines, which employ a set of 
consecutively numbered exercises which each per- 
former repeats according to his ability. Exercise 
gradations are developed with consideration for 
both strength and mobility. While the progressions 
apparently are carefully developed on the basis of 
wide clinical experience, they in no way obviate the 
need for prudent individual prescription of the ex- 
ercises. No system of gradation can take the place 
of painstaking attention to the individual needs of 
the patient on the part of the physician and physi- 
cal therapist. Used in this way the progressions 
should be helpful in planning treatment and re- 
habilitation programs. 


The Investigation of the Relative Function of the Right 
and Left Lung by Broncho-Spirometry: Technique, Physiol- 
ogy and Application. By Frank Bergan, M.D. Paper. $4.50. 
Pp. 145, with 85 illustrations. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16; 15/16 Queen St., Mayfair, Lon- 
don, W. 1, England, 1957. 

This excellent monograph describing the tech- 
nique, physiology, and applications of broncho- 
spirometry is by the assistant surgeon in charge of 
the University Institute for Respiratory Physiology 
in Oslo, Norway. In many situations, particularly 
where an operation is contemplated or has been 
performed, it is important to know the respiratory 
function of each lung. Bronchospirometry provides 
this information, but the technique of intubing each 
main bronchus and of getting an accurate and re- 
liable test is so difficult that the procedure is rare- 
ly used and more rarely used well. Realizing this, 
the author has described his technique in detail, 
listing the difficulties he has encountered and the 
manner in which he has overcome them. Among 
other things, he has devised a bronchospirometer 
tube which is well tolerated and which can be eas- 
ily constructed. The remainder of the book is de- 
voted to a report of studies on the effect of position 
on the function of each lung and to the application 
of the method in preoperative and postoperative 
studies. The volume is an important contribution, 
particularly because of the detailed description of 
the technique of this valuable but difficult pro- 
cedure. 
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Pathogenesis and Treatment of Parkinsonism: Sixth An- 
nual Scientific Meeting of the Houston Neurological Society, 
Texas Medical Center, Houston, Texas. Compiled and edited 
by William S. Fields, Professor and Head, Division of Neu- 
rology, Baylor University College of Medicine, Houston. 
Cloth. $10.75. Pp. 372, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, IIL; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Ox- 
ford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


Such a comprehensive review of the most recent 
concepts of hyperkinetic disorders has been eager- 
ly awaited by those interested in these diseases. 
This volume resulted from the symposium held 
by the Houston Neurological Society in March, 
1958. The material is so presented as to delineate 
clearly what is known about these disorders, while 
at the same time the reader is made aware of the 
general misconceptions and dilemmas per- 
sist in regard to Parkinsonism and related entities. 
Problems of epidemiology and basic experimental 
studies relating to the genesis of tremor and other 
hyperkinetic phenomena are discussed. A section 
on the pathology of Parkinsonism points out the 
problems involved and the heterogeneous histologi- 
cal changes that may be found. Information on 
the inclusion bodies previously described by Lewy 
in these diseases is also included. A historical re- 
view of the surgical attempts to alleviate the vari- 
ous abnormal movements and alterations in tone 
associated with these diseases provides additional 
color. The advantages of surgical procedures such 
as cortical excisions, pallidoansotomy, chemopalli- 
dectomy and thalamectomy, anterior choroidal ar- 
tery occlusion, and the more recent ultrasonic ir- 
radiation techniques are described in the closing 
chapters. The controversy about the role of the 
corticospinal tract in tremor is aired in this volume 
and should prove exciting to the reader. This 
volume should prove valuable to all who are in- 
terested in the hyperkinetic disorders. 


VA Prospectus: Research in Aging. Cloth. $1.50. Pp. 125, 
with 48 illustrations. Superintendent of Documents, Govern. 
Print. Off., Washington 25, D. C., 1959. 


The brevity and high quality of this monograph 
should make it appeal to more readers than some of 
the recent more lengthy publications on similar 
subjects. This is a collection of the papers and 
comments of the participants in a conference called 
by the Veterans Administration Advisory Commit- 
tee for Problems of Aging, May 16, 1958. Since 
diseases associated with aging account for a rap- 
idly increasing proportion of the Veterans Admin- 
istration hospital population, essential elements of 
current medical knowledge and thoughts concern- 
ing aging are presented in order to focus better 
the future research projects on aging within the 
Veterans Administration. Research on the aging of 
the molecules is discussed by Isidore Gersh and 
research on aging of the cells by Robert J. Boucek. 
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The volume goes on to a discussion of research on 
the organs by James E. Birren, research on persons 
by Charles F. Geschickter, and research on groups 
by Jack Weinberg. This list of contributors attests 
to the high quality of the monograph. 


Surgery of the Sympathetic Nervous System. By Professor 
Sir James Paterson Ross, K.C.V.O., LL.D., M.S., Director of 
Surgical Professorial Unit, St. Bartholomew’s Hospital, Lon- 
don. Third edition. Cloth. $8. Pp. 170, with 51 illustrations. 
Williams & Wilkins Company, 428 E. Preston St., Baltimore 
2; Bailliére, Tindall & Cox, 7 & 8 Henrietta St., Covent Gar- 
den, London, W. C. 2, England, 1958. 


In this concise, readable book the drawings are 
simple and pertinent to the text. The author has 
had over 30 years’ experience with surgery of the 
sympathetic nervous system and is well aware of 
its limitations. The section on anatomy and physi- 
ology is brief and well organized. The description 
of Raynaud’s disease is excellent and the limitations 
in surgical treatment are given. The various oper- 
ations for essential hypertension are discussed and 
realistic criteria on which patients should be se- 
lected for this operation are given. Other con- 
ditions discussed include hyperhidrosis, causalgia, 
and pain. The technique of sympathectomy is de- 
scribed and illustrated. The author's purpose in writ- 
ing this book was to indicate that there is a ra- 
tional basis for every sympathectomy and he has 
succeeded. This book should have its greatest use 
by those surgeons who are frequently asked to con- 


sider one of the operations on the various parts of 
the sympathetic nervous system for the myriads of 
conditions that are affected by the autonomic nerv- 
ous system. Both the usefulness and the limitations 
are honestly stated. 


Treatment of Lung Cavities and Endobronchial Tubercu- 
losis, with Special Reference to Treatment in Malaya. By 
Beryl E. Barsby, M.D., M.R.C.P. Boards. $4.75. Pp. 147, with 
46 illustrations. Williams & Wilkins Company, 428 E. Preston 
St., Baltimore 2; E. & S. Livingstone, Ltd., 16 & 17 Teviot PI., 
Edinburgh 1, Scotland, 1959. 


This small volume records the experiences with 
pulmonary tuberculosis by physicians of excellent 
qualifications under primitive conditions in Malaya 
as it is today, a country of widespread disease. The 
experiences of the staff physicians at the General 
Hospital at Johore Bahru are recorded in detail. 
The authors elucidate a condition first described 
by Carswell in 1838 and about which Zurik noted 
“Even in 1954, the true involvement of the trachea 
and bronchi in pulmonary tuberculosis is far from 
clear, . . . its frequency is still greatly underesti- 
mated.” Some physicians, although aware of the 
condition, are not fully conversant with the im- 
portant part it plays in the treatment of the patient. 
Even if surgery is not contemplated, the author 
hopes that this work will clarify certain points and 
help other workers in the field to understand some 
of the problems which confront the physician. This 
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study was confined to adults among a population 
suspicious of modern methods of treatment. Though 
the patients were later extremely cooperative, a full 
follow-up system was difficult to attain in a country 
where communications are poor by modern stand- 
ards. 

The chapters are comprehensive and deal with 
the social background of Malayans; hospitals, the 
people, epidemiology, and the problem of endo- 
bronchial tuberculosis; histology related to bron- 
choscopic appearances; incidence of disease; symp- 
toms and signs; pathogenesis; radiologic observa- 
tions; physiological relationship of bronchial tuber- 
culosis and cavities; effects of drugs; healing and 
treatment; management of cavities; surgical as- 
pects; management of pyopneumothorax; anesthe- 
sia for bronchoscopy; and physiotherapy. This 
book deserves reading by virtue of its fine observa- 
tions on endobronchial tuberculosis, its clear de- 
scription of an area rampant with tuberculosis, and 
its good quality throughout. 


Safe Handling of Radioisotopes. Safety series no. 1. [Also 
published in French, Russian and Spanish.] Paper. $1; 6 
shillings; 350 French francs. Pp. 99. International Atomic 
Energy Agency, Kirtner Ring, Vienna I, Austria, 1958. 


This booklet offers detailed and specific instruc- 
tions for the handling of both sealed and unsealed 
sources of ionizing radiation. The importance of 
organizing, planning, monitoring, and record-keep- 
ing is stressed in the introduction. Valuable tech- 
nical hints are given as to shielding, design of work 
places, protective clothing, ventilation, storage, 
transportation, and waste disposal. Two special sec- 
tions deal with accidents and decontamination. Ap- 
pendix I gives the accepted figures for permissible 
doses of radiation with definitions of the terms and 
units essential in applying the data. Appendix II 
gives maximum permissible levels for surface con- 
tamination of equipment, work places, clothing, 
and skin. The book dispenses with illustrations, but 
readers will appreciate the succinctness of the text. 


Pathology. By Peter A. Herbut, M.D., Professor of Pa- 
thology, Jefferson Medical College and Director of Clinical 
Laboratories, Jefferson Medical College Hospital, Philadel- 
phia. Second edition. Cloth. $18.50. Pp. 1516, with 1506 
illustrations. Lea & Febiger, 600 S. Washington Sq., Phila- 
delphia 6, 1959. 

This edition has been increased by 288 pages 
and 213 photographs. The portions on the general 
pathological processes have been revised with 
greater emphasis on mechanisms and pathological 
aspects. A section on the systemic pathology of the 
organ or system discussed has been added at the 
beginning of each chapter. Wherever possible the 
subject material has a brief summary of the normal 
physiology; a discussion of specific and less specific 
deviations from the normal; a correlation, when 
possible, of morphology and physiology; and a dis- 
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cussion of tests by which altered physiological 
function can be discerned. The large content of 
text material is presented in 40 chapters, 7 of them 
devoted to general pathology as follows: orienta- 
tion, the autopsy, congenital anomalies, degenera- 
tion, inflammations, physical disturbances, and 
tumors. The chapters on systemic pathology deal 
with the heart; vessels; upper respiratory system; 
larynx; lower respiratory system; thyroid; para- 
thyroids; upper digestive system; esophagus; stom- 
ach; small intestine; appendix; colon; liver and bili- 
ary system; pancreas; peritoneum; reticuloendothe- 
lial system; blood; spleen; lymph nodes; thymus; 
adrenals; lower urinary system; breast; bones; 
joints; fascias, tendons, and bursas; skeletal muscle; 
skin; and central nervous system. Each chapter has 
detailed instructions or descriptions pertinent to 
the topic. The book is well written in a clear direct 
style; the illustrations are well chosen and of good 
quality. Suitable bibliographies are given at the 
close of each chapter. The book is recommended 
to students in medical schools, residents in special- 
ized training in pathology, and others. 


The Treatment of Diabetes Mellitus. By Elliott P. Joslin, 
A.M., M.D., Se.D., Physician, New England Deaconess Hos- 
pital, Boston, Howard F. Root, M.D., H.H.D., Medical Direc- 
tor, Joslin Clinic, Priscilla White, M.D., Sc.D., Physician, 
New England Deaconess Hospital, and Alexander Marble, 
A.M., M.D., Physician, New England Deaconess Hospital. 
With cooperation of Dr. Robert F. Bradley and others, and 
associates in Joslin Clinic and Baker Clinical Research 
Laboratory, New England Deaconess Hospital. Tenth edi- 
tion. Cloth. $16.50. Pp. 798, with illustrations. Lea & Febi- 
ger, 600 Washington Sq., Philadelphia 6, 1959. 


Joslin’s book continues to be the vade mecum of 
the physician interested in diabetes. Strictly speak- 
ing, it is less Joslin’s book than it used to be, for in 
addition to the co-authors of the earlier editions 
there now appear a number of new collaborators. 
Several chapters, however, were written by the 
senior author alone. They bear his unmistakable 
imprint and remind one that he has his hand firmly 
on the helm. This very useful book represents an 
accumulated experience with more than 50,000 
diabetic patients; an experience extending back into 
the last century, yet it is fully up to date in its 
inclusion of the latest developments. Among the 
new contributions are those on physiology by Ren- 
old, and on acidosis by Nichols and Root, which are 
outstanding. The oral methods of treatment are dis- 
cussed competently and conservatively by Marble 
and Krall. The degenerative complications receive 
much attention, since cardiovascular-renal disease 
has increased steadily, and now accounts for 77.7% 
of all deaths of diabetic patients. Ditzel, a co-auth- 
or of the chapter on ocular disease, has studied 
the small vessel pattern of the bulbar conjunctiva 
of living subjects with the aid of the stereoscopic 
dissecting microscope. He describes abnormal pat- 
terns in children who have incipient diabetes long 
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before retinopathy is discernible and in 35 to 43% 
of children of diabetic mothers, as well as in both 
younger and older patients, with well-established 
diabetes. 

The Joslin group has yielded no ground in its 
contention that good control of glycosuria tends to 
prevent vascular disease, while poor control favors 
it. In support of this contention, they cite their 
“Victory medal” patients, now numbering 88, who 
have had well-controlled diabetes for 25 years or 
more and show no such complications. They refer 
also to impressive studies reported previously, in 
which most long-term patients under good control 
were found to have little or no retinopathy or ne- 
phropathy, while most of the poorly controlled 
patients had severe lesions. Here, however, as in 
the original reports, the authors regrettably take no 
cognizance of the sizable minority which, in each 
group, constitutes an important exception to the 
rule and in whom factors other than control must 
be involved. If it is true that dietary fat plays some 
role in the genesis of atherosclerosis, it would seem 
to have special pertinence for the diabetic, who 
has a tendency toward hyperlipemia, anyway, and 
whose fat intake traditionally has been high be- 
cause the carbohydrate intake has been low. Such 
considerations lead the authors to recommend that 
calories from fat be kept at less than 40% of total 
calories and that polyunsaturated fats replace ani- 
mal fats to as great an extent as is feasible. More 
drastic modifications of diet are not advised. 

The book has very few faults. There is some 
duplication of material in chapters written by dif- 
ferent authors, but this is hardly objectionable. The 
maximum activity of protamine zinc insulin is given 
as occurring at 8 to 12 hours in one place (page 
285) and 12 to 24 hours in another (page 664), 
the latter being more in accord with general expe- 
rience. An undue amount of space is given to trau- 
ma. The chapter on pregnancy, in which the case 
for the use of female sex hormones is presented in 
somewhat new form but with undiminished enthu- 
siasm, is rather dogmatic in some places and oc- 
casionally clarity and readability seem to have been 
sacrificed for brevity. 


A Practice of Thoracic Surgery. By A. L. d’Abreu, O.B.E., 
Ch.M., F.R.C.S. [Second edition.] Cloth. $19. Pp. 619, with 
illustrations. Williams & Wilkins Company, 428 E. Preston 
St., Baltimore 2; Edward Arnold (Publishers) Ltd., 41-42 
Maddox St., London, W. 1, England, 1958. 


The beauty of science is that it is rarely static 
and never complete. The fault inherent in all text- 
books is that they present the subject as it was a 
year or more before the date of publication. This 
does not mean that textbooks are not necessary. 
For the student and for the busy practitioner they 
provide a compact body of knowledge which, if the 
particular science is not progressing too rapidly, will 
give them a basic understanding of the subject and 
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serve as a basis for their reading in the current 
literature. The ideal textbook avoids this fault and 
fulfills its purpose by presenting each subject his- 
torically, showing how and why it has evolved, 
and by so doing emphasizing the fact that it is still 
evolving; its great virtue lies in its complete bibli- 
ography and in the skill with which a body of lit- 
erature has been digested and condensed. This 
type of textbook is a labor in objective scholarship. 
There is another type of medical textbook, of which 
the work under discussion is an excellent example, 
which is also valuable; it presents the current prac- 
tice and opinion of a single person or of persons 
connected with a clinic. If these persons are abreast 
of the times and have the wide experience afford- 
ed by years of practice, the textbook should be 
good. It should be valuable to the student and also 
of great interest and value to those practicing the 
specialty of thoracic surgery. 

In the introduction to this book, the author states 
frankly that it is “a” practice of thoracic surgery 
and not “the” practice. Because he is familiar with 
what has been done and said in this field and 
because he has had a wide experience in it, the 
book presents a good picture of the subject as it is 
practiced throughout the world. No thoracic sur- 
geon will find much to disagree with or criticize. 
Everyone, however, is bound to discover some 
points which, in his opinion, are minor sins of omis- 
sion and commission. Too little space has been de- 
voted to crushing injuries of the chest. No mention 
is made of soft tissue traction or the use of the me- 
chanical respirator. In discussing thoracoplasty for 
pulmonary tuberculosis, the author fails to mention 
subscapular extraperiosteal paraffin plombage and 
he is perhaps too ready to classify artificial pneu- 
mothorax as a permanently obsolete procedure. 
These are minor criticisms. This major contribution 
is excellently written and the illustrations are good 
and adequate. It is probably the best textbook on 
the subject of thoracic surgery available today. 


Pharmakologie als theoretische Grundlage einer rationellen 
Pharmakotherapie. Von Knud O. M@gller, Professor der Phar- 
makologie an der Universitit Kopenhagen. [Third German 
edition translated and edited from fifth Danish edition by 
O. Walker.] Cloth. 65 Swiss francs; $16.25. Pp. 902, with 
50 illustrations. Benno Schwabe & Co., Basel 10, Switzer- 
land; [Intercontinental Medical Book Corporation, 381 
Fourth Ave., New York 16], 1958. 


This is the third German edition, prepared from 
the fifth Danish edition, of a magnificent textbook 
of pharmacology. The preface lists the many sec- 
tions that have been added since the second Ger- 
man edition. The list, too long to reproduce here, 
includes insect repellents, detergents, emulsifiers 
and macrogoles (polyethylene glycols of various 
molecular weights ), antimorphines, new urea deriv- 
atives, carbonic anhydrase inhibitors, new anti- 
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diabetic drugs, ion exchangers, phenindione and 
other new anticoagulants, and tetracemin and oth- 
er new chelating agents. Many other sections have 
been drastically revised. There is an up-to-date 
bibliography and a good index. In spite of the 
large size of the work and the rapid rate of change 
in its subject matter, the facts have been well as- 
similated and are clearly presented. The simple di- 
rectness of the German does credit to the transla- 
tor and will be appreciated by American readers. 
The book merits the attention of pharmacologists 
everywhere. 


Tuberculosis and Other Communicable Diseases. [Edited] 
by J. Arthur Myers, M.D., Professor of Internal Medicine 
and Public Health, Medical, Public Health and Graduate 
Schools, University of Minnesota, Minneapolis. With intro- 
duction by Irvine McQuarrie, A.B., Ph.D., M.D. Cloth. 
$14.50. Pp. 499, with illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, 
Canada, 1959. 


When the countless advances by medical science 
during recent decades are appraised in the light of 
their total impact on human welfare, the most im- 
pressive and significant will be concerned with 
the field of infectious diseases. Many of these 
achievements are reviewed in this volume in con- 
tributions by leaders in their special subjects. The 
editor is a well-known specialist in public health 
and preventive medicine whose studies in tubercu- 
losis are outstanding. The present volume fulfills 
the desire to center attention on the communicable 
nature of tuberculosis and comparable infectious 
diseases. This and the concept of early recognition 
and prompt isolation in prevention of such diseases 
should make the volume useful to the medical stu- 
dent and practitioner, as well as a textbook in nurs- 
ing and public health courses. Much preventive 
work remains to be done even though diagnostic, 
therapeutic, prophylactic, and epidemiologic meas- 
ures are well established. None of these diseases 
has been eradicated and many remain constant 
threats to every community. Myers cites a small- 
pox epidemic with 300 deaths, due to lack of in- 
formation, economic situations, and cultists who 
opposed preventive measures. If the information 
presented in this bcok is adequately disseminated 
and used, people may live longer, more happily, 
and more efficiently than preceding generations. 
The chapters cover tuberculosis, systemic mycoses, 
acute respiratory diseases, viral diseases, brucello- 
sis, common cold, poliomyelitis, rheumatic fever, 
meningitis, impetigo, gonorrhea and syphilis, and 
others. The volume should be in demand among 
medical students, general practitioners, nurses, pub- 
lic health workers, and all concerned with com- 
municable diseases. It is presented in simple and 
plain language. 
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QUESTIONS AND ANSWERS 


LIGHTERS AS LUNG CANCER FACTOR 

To THE Epitor:—Has the possible role of the ciga- 
rette lighter as a cause of lung cancer been con- 
sidered? The lighter may be suspected in view 
of the facts that cigarettes appear to be blamed 
more than pipes or cigars and that fumes from 
the lighter and its fuels might not be trapped 
in a cigarette. Cigar and pipe smokers may use 
mechanical lighters too, but not as often. One 
pack of cigarettes a day would mean 20 lights. 
Could such fumes cause lung cancer? 

N. F. Slomer, M.D., Cincinnati. 


Answer.—It is reasonable to assume that fumes 
of a cigarette lighter may be a factor in the eti- 
ology of lung cancer in a way similar to that of 
atmospheric deposit and smoke. However, other 
factors are apparently more significant. For ex- 
ample, in England, where the death rate from lung 
cancer is higher than in any other country, the 
cigarette lighter is probably not nearly as widely 
used for economic reasons as in the United States. 
In an excellent study of the relationship of cancer 
to atmospheric deposit and smoke (Brit. M. J. 1:74, 
1959), Stocks points out that, although there is a 
much higher incidence of lung cancer and bron- 
chitis in urban as compared to rural areas in Eng- 
land, there was no urban excess for heavy cigarette 
smokers. According to Doll ( Brit. M. J. 1:322, 1959), 
there is a distinct relationship in 16 countries be- 
tween the reported cigarette consumption in 1930 
and lung cancer death rates in 1952 to 1954. A 
striking exception is the United States, which had 
a relatively high cigarette consumption but a rela- 
tively low incidence of cancer of the lung, in spite 
of the popularity of the cigarette lighter in this 
country. A possibly significant additional factor is 
that the average pipe or cigar smoker is much less 
likely to inhale the smoke. 


POISONOUS MUSHROOMS 
To rHE Eprror:—Is it true that the poisonous 
mushroom, Amanita phalloides, is not found in 
North America? 
A. L. Springer, M.D., Philadelphia. 
ANswerR.—Amanita phalloides has been reported 


growing in most sections of the United States but 
is most commonly found in the northeastern part 


The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


of the country. Many cases of poisoning from this 
species have been reported in the United States, 
but, because of problems of identification, some 
poisonings attributed to this species may have been 
caused by other svecies of Amanita (Amanita verna 
or Amanita brunnescens) which contain the same 
toxin and produce symptoms similar to those of 
poisoning by Amanita phalloides. 


DIABETES SURVEY IN SCHOOL 


To THE Eprror:—At a recent medical staff meeting, 
it was decided to secure information on detect- 
ing diabetes in school children. Please give ad- 
vice as to the value of such a program by urine 
test. 

G. H. Spurbeck, M.D., Bemidji, Minn. 


ANSWER.—The incidence of juvenile diabetes is 
low—1 per 2,500 children under the age of 15 years. 
The most profitable case finding will be among 
relatives of diabetics. The best procedure to follow 
would be postprandial urine tests, then, if positive, 
postprandial determination of blood sugar level, 
and, finally, a glucose tolerance test. Early cases 
have been diagnosed in school surveys, and it is 
advantageous to recognize these persons in the 
preclinical period. Glycosuria not due to diabetes 
is extremely common in children and many tests 
may be performed which would be insignificant, 
but a single case diagnosed early is worth the effort. 


LEPTOTHRIX AND STREPTOTHRIX 

CULTURE 

To tHe Eprror:—A boy has leptotrichosis of the 
conjunctiva (Parinaud’s conjunctivitis) believed 
to be due to a Leptothrix. The pathologist has 
been unable to culture it. A consultant has stated 
that there is a special technique for cultures and 
smears to demonstrate the organism, but he is 
not familiar with it. Another patient has a cor- 
neal ulcer believed to be due to a fungus, and, 
again, the organism has not been demonstrable 
but it is thought to be a Streptothrix. Please 
give instructions on how to demonstrate these 
organisms by smear, biopsy, or culture. What is 
the treatment, if any, and how effective is it? 

C. T. McCoy, M.D., Hutchinson, Kan. 


ANSwER.—Streptothrix and Leptothrix organisms 
are best isolated from the eye by the removal of 
concretions in the lacrimal sac or canaliculae. Cor- 
neal lesions should be scraped. The Streptothrix 
is anaerobic and may be grown on peptone glyc- 
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erine agar (Breed and others, Bergey’s Manual of 
Determinative Bacteriology, ed. 7, Baltimore, Wil- 
liams & Wilkins Company, 1957). If biopsy is pos- 
sible, the lesion will consist of loose granulation 
tissue composed of epithelioid, lymphoid, and poly- 
morphonuclear cells with many giant cells, among 
which are scattered necrotic areas containing the 
organisms. Streptothrix is a filamentous fungus 
with branching ends as distinguished from the 
Leptothrix, which is unbranched. Streptothrix is 
also gram-positive and turns blue in the presence 
of Gram’s stain. The organism responds somewhat 
to sulfonamides, penicillin, thymol in a 1:1,000 
solution given locally, and iodides given locally 
and by mouth. Leptothrix is rather difficult to iso- 
late. Culture may be accomplished on dextrose- 
serum-agar with rigid attention to the partial oxygen 
tensions (Verhoeff and King, Arch. Ophth. 9:701, 
1933). Treatment is the same as for Streptothrix. 


FOOD ADDITIVE 
To THE Eprror:—Dream Whip, a General Foods 
product, contains “propylene glycol monostea- 
rate.” Are there any toxic effects from this chemi- 
cal when added to food? 
Solomon Goodman, M.D., Brooklyn, N. Y. 


ANSWER.—This consultant is unaware of any toxic 
effects to be expected from the ingestion of this 
product. Use of propylene glycol monostearate is 
permitted by the Federal Food and Drug Adminis- 


tration. Records do not indicate it may be harmful. 
Detailed information regarding it can be obtained 
from the Food Protection Committee, Food and 
Nutrition Board, National Research Council, 2101 
Constitution Ave., Washington 25, D. C. 


ERGOTISM WITH MIGRAINE 

To tHE Eprror:—A patient who received ergota- 
mine tartrate injections and ergotamine-caffeine 
suppositories for migraine headaches that occur 
every other day developed circulatory symptoms 
of ergotism in one leg. Is there any other appro- 
priate treatment? Is there some way of combating 
the ergotism? The patient is also receiving psy- 
choanalytic treatment. 

Ralph M. Crowley, M.D., New York. 


ANswerR.—Ergot and its alkaloids are the sov- 
ereign treatment of actual migraine attacks. How- 
ever, caution should be exercised in the use of 
ergotamine in any form. A patient who has migraine 
attacks every other day and receives the treatment 
described probably will develop symptoms of ergo- 
tism sooner or later. Long-term administration of 
the drug may often produce central symptoms, 
with headaches and giddiness, in addition to pe- 
ripheral symptoms of ergotism. Instead of the 
ergotamine, dihydroergotamine could be tried with 
this patient. It is less toxic but somewhat less effec- 
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tive in combating the actual migraine attack. There- 
fore, its dose should be about twice that of the 
ergotamine. If the patient has already developed 
symptoms of ergotism, ergot and its alkaloids are 
definitely contraindicated and their administration 
should be stopped. If the symptoms of ergotism 
do not disappear after this, vasodilators, such as 
choline esters, nitrites, papaverin, and cyclandelate, 
in 100-to-200-mg. doses, should be tried to correct 
the peripheral effects. Large doses (100-500 mg.) 
of nicotinic acid, which is a potent peripheral vaso- 
dilator, should be useful. Instead of the ergota- 
mines, 30-to-60-minute inhalations of 100% oxygen, 
which the patient could administer to herself while 
in bed, should be tried. Some of the newer anal- 
gesics, such as dextro propoxyphene hydrochloride, 
in a dosage of 65 mg. four times daily, may be 
useful in combating the pain connected with the 
migraine attacks. Because the patient suffers from 
migraine attacks every other day, reexamination 
and reevaluation of the migraine should be at- 
tempted. The migraine attacks themselves might 
be psychogenic due to frustration or might be a 
symptom of allergy. If they are due to allergy, 
proper desensitization should be tried. If the at- 
tacks are purely psychogenic, the psychoanalytical 
procedure itself may aggravate the condition. If 
this should prove to be the case, then use of the 
abreactive technique with sodium amytal or ether 
should be tried. If the patient reacts to the abre- 
active technique with a benign catharsis, the psy- 
choanalytic procedure may be resumed later if 
desired. 


GASTROINTESTINAL CHANGES 
IN MALNUTRITION 
To Eprror:—What x-ray characteristics are 
found in the gastrointestinal tract in patients 
with malnutrition, avitaminosis, and starvation? 
N. B. Jaffe, M.D., Bridgeport, Conn. 


ANSWER.—The question refers to conditions now 
generally grouped together as the “malabsorption 
syndrome” (Combined Staff Clinic, Am. J. Med. 
15:790, 1953). These conditions in some patients 
produce, or at least are associated with, a disorder 
of motor function in the small intestine manifested 
by hypotonicity and slow transit time. If a barium- 
water suspension is used, flocculation or “clumping” 
of the barium may occur. If nonflocculating barium 
preparations are used, the caliber of the lumen may 
be wider and progress of the opaque material may 
be slower than average but normal limits are diffi- 
cult to define. Emptying of the stomach may be 
slow because of inadequate peristalsis. Evidence 
has been produced that these disorders of motor 
function are based on inadequate production of 
acetylcholine in the tunica muscularis. In advanced 
cases, both the mucosa and the muscle coat may 
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be found atrophic at autopsy. In uncommon in- 
stances, the mucosal folds of the jejunum ( valvulae 
conniventes), as shown on barium examination, 
may be reduced in number or in height or may be 
obliterated, leaving the inner surface of the in- 
testine smooth. With proper treatment these motor 
disorders disappear, but they are irreversible in 
some advanced cases. 

Disturbances in motor function of the intestine, 
similar to those found with milder nutritional dis- 
orders, have been seen in patients who are emo- 
tionally disturbed. In advanced nutritional disor- 
ders, gas distention of the intestine may simulate 
ileus. This has been described in sprue. It occurs 
in southern India among poor persons whose diet 
consists largely of a preparation of millet, and it 
may be fatal if dietary treatment is delayed. In 
the United States, cases of gas distention have been 
reported in which ileus was simulated and in which 
the disorder responded to vitamin treatment (Leit- 
hauser, Surg. Gynec. & Obst. 86:543, 1948). Vita- 
min insufficiency may play a part in some cases 
of postoperative distention and paralytic ileus 
(Frazer and others, J. A. M. A. 169:1047-1051 
[March 7] 1959). Hypoproteinemia and hypoka- 
lemia may cause gas distention which is promptly 
relieved when blood protein and potassium levels 
are restored to normal. 

Variability of the effects on the intestine seems 
to depend in part on the severity and duration of 
the nutritional disorder and on the kind and 
amount of dietary treatment in the past. However, 
at present some of the vagaries in the manifesta- 
tions of nutritional disorders in different persons 
cannot be explained. Starvation presumably refers 
to acute deprivation of food. No x-ray studies of 
such persons have been reported. 


FAT AND LEAN FISH 
To rue Eprror:—Please give a list of fat and a list 
of lean fish. 
E. M. Meek, M.D., Greenwood, Miss. 


Answer.—Fat content of fish may vary from less 
than 1% to more than 12%, The amount of fat in all 
fish varies somewhat with the season of the year, 
with the time of spawning, and with changes in 
feeding conditions. The table, from the book “Nu- 
trition in Health and Disease,” by Cooper and 
others (Philadelphia, J. B. Lippincott Company, 
1953), lists the two categories. 


Fat Content of Fish, Percentage 


Fish Low in Fat Fish High in Fat 


Flounder Mackerel 
Haddock Salmon, Pacific 
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BIFOCALS IN CHILDREN 
To THE Epitor:—Bifocal lenses are being prescribed 
for teen-agers and younger children. What are 
the reasons for prescribing bifocal lenses other 
than loss of accommodation? 
H. B. Jenkins, M.D., Chandler, Okla. 


AnsweER.—Bifocal lenses are useful in manage- 
ment of the following ocular problems in children: 
1. Paralysis of accommodation. This may occur 
after diphtheria and measles with encephalitis or 
in children with brain damage. 2. Motor imbalance. 
The child with an esotropia which is greater at 
a distant focus than at near focus might be greatly 
helped by bifocals. Accommodative spasm resulting 
in an intermittent esotropia will also be helped. 
3. Subnormal vision. The child with subnormal 
vision may use bifocal lenses to provide magnifi- 
cation for near vision. Bifocal lenses in children 
play an important part in the management of 
ophthalmological problems. Their acceptance by 
parents, teachers, and other children should be 
encouraged by all physicians. 


SEA WATER BY RECTUM 

To tHE Epiror:—Is it theoretically possible to 
maintain the water requirements of the body by 
instilling ocean water into the rectum? Are there 
any records of this having been done in an 
emergency, such as shipwreck, with absence of 
potable water, in the otherwise healthy adult? 

M.D., Georgia. 


ANSWER.—The question is aptly answered by 
Critchley in his book entitled “Shipwreck Survivors” 
(London, J. & A. Churchill, Ltd., 1943, p. 96): 
“From time to time the suggestion is made that 
thirst might be relieved and dehydration prevented 
by the instillation of salt-water into the rectum. 
A short note in the medical press during the last 
war suggested that a Higginson’s syringe should 
be part of a lifeboat’s equipment. On theoretical 
grounds, such a practice would appear to be very 
undesirable, with great risk of producing purgation 
and increased dehydration. Allison and Critchley 
instilled sea water per rectum on six occasions in 
two cases of diabetes insipidus. Thirst was not re- 
lieved and in one subject considerable discomfort 
was produced. Recently Foy, Altmann and Kondi 
carried out similar experiments on healthy volun- 
teers who were taking no water by mouth; they 
found that although sea water is absorbed from 
the rectum, it does not relieve the objective signs 
of dehydration and haemo-concentration. They 
found that the subjects who had sea-water enemas 
lost more weight than those who were simply 
starved of water. The chlorides, too, rose higher 
and they thought there was a risk of harm in bring- 
ing about still higher grades of tissue dehydration.” 
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SUBCUTANEOUS ADMINISTRATION OF 

DEXTROSE SOLUTION 

To THE Eprror:—Is the subcutaneous administration 
of hypertonic (10%) dextrose solution justified 
and, if not, why not? Dextrose in distilled water 
or isotonic sodium chloride solution has been 
given subcutaneously with hyaluronidase as a 
diffusing agent when venoclysis was difficult or 
impossible, and no local or systemic ill effects 
have been observed. 

L. A. O'Donnell, M.D., Wichita, Kan. 


ANsSweER.—There is little to indicate that the sub- 
cutaneous administration of hypertonic (10%) dex- 
trose in isotonic sodium chloride solution would 
do any harm. However, whether it is as easily 
absorbed as a 5% solution, which is isotonic, is 
debatable. The subcutaneous injection of hyper- 
tonic solutions of dextrose involves its absorption, 
balance of water, inorganic constituents of the body 
fluids, and the state of nutrition. There are situa- 
tions in which a 10% solution of dextrose seems 
to be optimal, but, under usual considerations, use 
of a 5% solution would be preferred. 


CORNSTARCH INHALATION 

To THE Eprror:—A man, aged 32, works in a print- 
ing shop where cornstarch powder is blown onto 
each freshly printed sheet. Because of severe 
cough, twice in the past year he has had bron- 


choscopic study which has revealed thick mucus 
in the lower bronchi. Microscopic examination 
of the washings shows no eosinophils, cells, or 
pathogenic organisms. All other laboratory re- 
ports are normal. Bronchograms are normal. Is 
the cornstarch responsible for the cough? 

G. H. Nadeau, M.D., Riegelsville, Pa. 


Answer.—It is doubtful that the cornstarch 
powder is responsible for the condition described. 
Cornstarch powder is a bland material and is not 
in itself irritating. The quantity involved is not 
enough to cause any chronic irritation or be likely 
on inhalation to reach deeper pulmonary surfaces. 
The possibility might well be investigated that 
some other substance capable of producing an al- 
lergic reaction and subsequent severe cough is a 
factor in this case. 


DIVERTICULOSIS 
To tHE Eprror:—Please give information, particu- 
larly experimental data, as to the pathogenesis 
of diverticulosis of the gastrointestinal tract. 
Alan A. Kane, M.D., Brooklyn, N. Y. 


ANsweR.—A discussion of the pathogenesis of 
diverticulosis of the gastrointestinal tract is beyond 
the necessary space limitations of this department. 
Most of the data available is derived from anato- 
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mic observations only; this consultant is familiar 
with no experimental work on the subject. The 
inquirer is referred to the article by Welch (DM, 
June, 1958), which gives a complete discussion of 
the subject. 


WITHDRAWAL OF ADRENAL STEROIDS 

To THE Eprror:—About one year ago, a 38-year-old 
woman with scleroderma was given three tapered 
courses of prednisone therapy lasting four to six 
weeks with rest periods between. The total dura- 
tion of treatment was six months, and the total 
prednisone dosage administered was about 400 
tablets of 5 mg. each. Potassium chloride and 
meprobamate were given in conjunction with the 
prednisone. The only side-effects encountered 
during the treatment consisted of slight moon 
face, hirsutism, spindle legs, potbelly, scant 
menses, palpitation, and emotional lability. After 
prednisone therapy was withdrawn completely, 
the following symptoms persisted: restlessness, 
emotional lability, memory deficit, anorexia, as- 
thenia, fatigue, and palpitation; stress symptoms, 
with the slightest exertion followed by palpita- 
tion, dyspnea, and perspiration alleviated only 
by rest (the patient feels best in the morning but 
is completely exhausted after being up and about 
for two hours, and she has to rest in bed three 
times during the day); and pseudorheumatism 
with tenderness of muscles and bones (sternum, 
heels, and skin over most bony prominences) 
improved by rest and aggravated by activity. 

It is now six months since steroid therapy was 
stopped. The original moon face, hirsutism, and 
thinning of leg muscles are now absent. Menses 
alternate between scant and heavy and are regu- 
lar. The patient has taken meprobamate alone 
for the past six months and requires 800 mg. four 
times daily to control the emotional lability, pal- 
pitation, and tenderness of muscles and bony sur- 
faces. Her appetite is good, and improvement has 
been gradual but slow. She is still totally in- 
capacitated as far as productive employment is 
concerned and is confined to her home. Con- 
sultants in internal medicine advise no specific 
treatment and have indicated that, usually, in six 
months spontaneous return of adenopituitary 
function occurs. The six months have passed. 
How much longer are the present symptoms 
likely to continue to an incapacitating degree? 
Is any specific corrective or substitution treat- 


indicated? 
ment indicated M.D., California. 


Answer.—One wonders if the symptoms which 
persist six months after termination of steroid ther- 
apy are actually related to depression of pituitary 
and adrenal function. This seems unlikely, in view 
of the fact that there is usually good recovery of 
this function after six months or less, particularly 
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if the therapy with steroid hormones was inter- 
mittent, as in this case. Furthermore, relief of some 
of the symptoms with meprobamate suggests that 
emotional factors may be playing an important role. 
An evaluation of adrenocortical function could be 
made by means of estimations of the urinary 17- 
ketosteroid and corticosteroid and the plasma corti- 
costeroid levels, if facilities for the latter deter- 
mination are available. It should be remembered 
that not much significance should be attached to 
a low excretion of 17-ketosteroids in a chronically 
ill patient. In any event, no specific treatment from 
the standpoint of the pituitary or adrenals seems 
indicated. Further treatment with steroids is prob- 
ably not desirable, as this would only prolong 
suppression of adrenocortical function if this were 
currently a problem. Likewise, adrenal stimulation 
with ACTH has little value in this sort of situation. 
As a general rule, only the passage of time will 
permit recovery of normal pituitary and adrenal 
function after prolonged suppression by steroids, 
and replacement therapy is usually not indicated 
except in stressful situations, such as surgical opera- 
tion, trauma, or febrile illness. 


OILY SKIN 
To tHe Eprror:—Is there a direct relationship be- 
tween the lipid and the cholesterol content of 
the blood and the oiliness noted on the skin? Is 
oily skin inherited? 
M.D., Tennessee. 


Answer.—There is no evidence of any direct 
relationship between lipid and/or cholesterol con- 
tents of the blood and oiliness of the skin. Exces- 
sive oiliness of the skin, such as observed in sebor- 
rhea oleosa, apparently has an intrinsic, largely 
endocrine and familial basis. 


TREATMENT OF FLAT FOOT 

To rue Eprror:—Please give information on meth- 
ods of treatment for flat foot. What kind of arches 
and shoes should be prescribed? Please suggest 
some references. 


Donald R. Gibbs, M.D., Cortland, N. Y. 


Answer.—The problem of flat foot is not simple. 
The causes are manifold and may be congenital 
or acquired, It may occur after infection, injury, or 
paralysis. The most common form is the so-called 
static flat foot. This is the result of foot strain. The 
foot is decompensated. This means the work de- 
manded of the foot is greater than the strength of 
the foot. Thus, lack of exercise, such as normal 
walking, can be a causative factor. At the same 
time, prolonged standing can be a factor. IIl-fitting 
shoes that interfere with normal functions are an 
important factor. There are many other factors, all 
of which would have to be taken into consideration 
in the treatment. 
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Flat foot is the result of alterations in the rela- 
tionship of the bones to each other. The heel goes 
into valgus and the mid-position of the foot is 
pronated, thus lowering the longitudinal arch. Cor- 
rection requires elimination of the causative factors. 
It is necessary to bring the heel into varus and 
correct pronation of the foot, thus restoring its 
normal position, With the foot in proper position, 
normal function must then be reestablished. A 
technique for doing this is described in “Diseases 
of the Foot,” by Hauser (Philadelphia, W. B. Saun- 
ders Company, 1950). Another method is described 
in “Functional Disorders of the Foot: Diagnosis 
and Treatment,” by Dickson and Dively (ed. 3, 
Philadelphia, J. B. Lippincott Company, 1953). 


ROENTGEN EPILATION 
To THE Eprror:—Is roentgen epilation of the scalp 
justified in patients with ringworm which fails 
to respond to any other form of therapy? Have 
there been any long-term comprehensive follow- 
up studies in such cases? 
John B. Light, M.D., Lebanon, Pa. 


ANSWER.—The usual epilating dose of x-ray does 
no known damage to the growing hair follicles. 
Provided the scalp is subjected to no more than 
the minimal effective threshold dose, there should 
be no undue concern about permanent latent epila- 
tion, blanching of the hair, or other damage. This 
consultant knows of no follow-up studies on effects 
of radiation to the scalp. If the dose is kept within 
proper limits, there should be no latent effects. 


YOGHURT 
To tHE Eprror:—What bacteria are found in yo- 
ghurt? Is anything known about the bacteriology 
of a culture of yoghurt that supposedly came 
from a Canadian monastery which is reported 
to be the source used by most American dairies? 
M.D., Oregon. 


Answer.—The characteristic organism of yoghurt 
is Lactobacillus bulgaricus, although others may be 
present. Variations in flavor of yoghurts from differ- 
ent sources are due in part to the presence of differ- 
ent micro-organisms. L. bulgaricus was isolated by 
Grigoroff in 1905 from Bulgarian fermented milk. 
Metchnikoff suggested that this organism would 
be a valuable addition to the intestinal flora, but, 
according to Jordan and Burrows (Textbook of 
Bacteriology, ed. 14, Philadelphia, W. B. Saunders 
Company, 1945, p. 484), it does not become im- 
planted in the intestine. This consultant has no 
information concerning the yoghurt supposed to 
have come from a Canadian monastery. The nutri- 
tive value of yoghurt is almost the same as that 
of the milk from which it is made. No unique 
nutritional or therapeutic properties are known 
that can be attributed to it. 
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they | Chronically ill geriatric patients “reported’ 

feel betttr ' feeling much more vigorous and experienc- 

; ing an increase in appetite” while receiving 

they =6Nilevar. 

eat better : This anabolic agent has been found capable 

of maintaining a positive nitrogen balance? 

even in patients receiving daily a subcaloric 

and barely adequate protein diet containing 
76 Gm. of protein and 900 calories. 

The anabolic activity of Nilevar in chroni- 

OVES th cally ill patients* “was indicated by a marked 

Me decrease in urinary nitrogen, phosphorus and 


5 Ver -all pictur le potassium excretions,” thereby improving the 
In ch TONIC m balance of these constituents. 


The following are among the chronic ill- 


iIness ; nesses in which administration of Nilevar has 


been accompanied by improvement in nitro- 
gen balance, appetite and general well-being: 


cardiac disease* 


gynecologic conditions 


DOSAGE: 
The dosage for adults is 20 to 30 mg. daily, in single 
courses no longer than three months. For children the 
daily dose is 0.5 mg. per kilogram of body weight, in 
single courses no longer than three months. 


NILEVAR (brand of norethandrolone) is supplied as: 
Tablets, 10 mg. each, uncoated, unscored, white. 

Drops, 0.25 mg. per drop. Calibrated dropper is supplied. 
Ampuls, 25 mg. each, for intramuscular administration. 


G. D. Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 


1. Goldfarb, A. F.; Napp, E. E.; Stone, M. L.; Zuckerman, M. B., and Simon, J.: 
Obst. & Gynec. 11:454 (April) 1958. 2. Peden, J. C., Jr.; Maxwell, M. C., ond 
Ohin, A.: A.M.A, Arch. Surg. 75:625 (Oct.) 1957. 3. Spencer, H.; Berger, E.; 
Charles, M. L.; Gottesmon, E. D., and Laszlo, D.: J. Clin. Endocrinol. 17:975 
(Aug.) 1957. 4. Weston, R. E.; Isaacs, M. C.; Rosenblum, R.; Gibbons, D. M., and 
Grossman, J.: J. Clin. Invest. 35:744 (June) 1956. 5. Kory, R. C.; Watson, R. N.; 
Bradley, M. H., and Peters, B. J.: J. Clin, Invest. 36:907 (June, port 1) 1957. 6. 
Spencer, H.; Berger, E.; Charles, M.; Gottesman, E. D., and Laszlo, D.: Proc. Am. 
A. for Cancer Res. 2:149 (April) 1956. 
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AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Il. 
Phone WH 4-1500 Cable Address “Medic” Chicago 


SUBSCRIPTION RATES 


Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 

REMITTANCES should be made by 
check, draft, registered letter, money or express 
order, Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS: 
there is to be a change in your address, THE 
or any other A. M. A. periodical to which 
should be notified at least six 


JOURNAI 
you subscribe 
weeks before the change is made. 
clipped from your latest copy of the 
and the old and new address, including your postal 
number, should be included in the new 
Your instructions should state also whether 


periodical, 


zone 


dress. 


the change of address is temporary or permanent. | 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 


CONTRIBUTORS 
EXCLUSIVE 
Articles are 
that they are contributed solely to this journal. 
COPYRIGHT: Matter appearing in Tue 
JOURNAL OF THE AMERICAN MEDICAL 
110” is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue Jounnac if proper credit is given. 
the reproduction for commercial purposes of 
articles appearing in Tne JourRNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, 
the carbon copy, 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and _ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by ihe American Medical 
Association, This requires in the order given: 
name of author, title of article, name of pe iodical, 
with volume, page, month—day of month if weekly 
~and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen, Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe Jounnat do 
not represent those of the American 
Association or any other organization. 


ILLUSTRATIONS: 
etchings will be furnished by Tux JounnaL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author's name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 


A price list describing the various publications | 


of the Association will be sent on request. 
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535 N. Deanporn Srreet, Cuicaco 10 
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Half-tones and zinc | 


THE DIETENE NIBBLER 


Both “nibblers” 


but ones 
losing weight 


One eats fattening nibbles. The other 
drinks a Dietene Milk Shake to satisfy 


the craving for ‘‘something good to | 


eat” between meals—part of a sound 
reducing program. 

Two Dietene Milk Shakes daily 
supply 36 grams of protein fortified 
with essential vitamins and minerals, 
providing more than half of a day’s 
nutritional requirements. And Die- 
tene’s good taste solves the problem 
of between-meal nibbling. 

Thus obese patients find it easy to 
accept reduced portions of the wide 
variety of foods in the Dietene 1000 
Calorie Diet. They lose weight safely 
and sensibly . . . and like it. 


FREE 1-POUND CAN OF DIETENE 
See how quickly it mixes with 
skim milk, how good it tastes. 


THE DIETENE company 
Minneapolis 16, Minn. DA-7259 


Please send me free a 1-pound can of 
Instant Dietene (regularly $1.89) and 
j free supply of Dietene Diet Sheets. 


| Name 
| Address. 
I City State 


| directly to 


| this manner. 
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| WANTED — 
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CLASSIFIED ADVERTISEMENTS 


For personal classified advertisements the rate 
is $9.75 per insertion for 30 words or less, addition- 
al words 35c each. 


SEMI-DISPLAY ANNOUNCEMENT 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $12.25 
pa ree for 30 words or less, additional words 60c 


COMMERCIAL CLASSIFIED ADS 
For classified advertisements of a commercial or 
promotional nature, the rate is $12.50 per insertion 
for 20 words or less, additional words 40c¢ each. 
For semi-display, $15.75 for 20 words or less, 
additional words 55c each. This rate is given for 
EACH INSERTION 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 
A fee of 60c is charged to have answers sent 
eare of A. M. A. Count 4 words for box number 
instructions. Letters sent in care of THe JouRNAL 
are forwarded directly to the advertiser as received. 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 


Tue Journax is not permitted to divulge the 
identity of advertisers who have their mail sent 
eare of A. A. If further information about an 
ad of this type is desired, correspondence should 
be addressed 
the 
advertiser in 


~ 


3 


All replies to key numbers are mailed the same 
day as received. 

Physicians who are not members of county medi- 
cal societies should submit professional references 
with their advertisements and thus avoid delay. 

The right is reserved to reject or modify all 
advertising copy in conformity with the rules of 
the Advertising Committee. 

All questionable items will be excluded from 
these columns and notification of any misrepre- 
sentation seen by readers will be appreciated. 


CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON [5 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


TECHNICAL TRANSLATOR-MD, 31 YEARS PRAC- 
tice, thorough knowledge medical scientific field and 
Latin, Classic Greek, English, Italian, German, French, 
Russian, Spanish, Portuguese Languages, accepts any 
a above field; inquiries invited. Box 9426, 


INTERPRETATIONS BY 
Board Certified internist; prompt airmail return. West- 
ern EKG Service, Wm. H. Davis, MD, Director, 268 
South Norton, Los Angeles 4, California. 


ASSISTANTS WANTED 


ASSISTANT IN WELL ESTABLISHED 

practice in good eastern Kansas town with new general 

able to do good general 
1A 


hospital; would like someone 
Box 9489 B, 


surgery; good income assured. 


| ASSISTANT WANTED—BY BUSY OTOLARYNGOLO- 


gist in Philadelphia area; good starting salary, even- 
tual partnership; state age, qualifications and training. 
Box 9464 B, % AMA. 


ASSOCIATE WANTED 


INTERNIST — BOARD CERTIFIED OR ELIGIBLE; 

cardiology; Flori essential, to as 

Palm Beach, 

separate offices ; unusually 
A. 


Florida: expanding practice; 
9459, % 


attractive opportunity. Box 


ASSOCIATE WANTED 
training in internal medicine, 
Chicago office. Box 9526, % 4 


PRACTICE; 
northwest side 


GENERAL 
preferred ; 
MA. 


PHYSICIANS WANTED 


PSYCHIATRISTS FOR 150 BED RESIDENTIAL DIAG 
nostic center and 100 bed phychiatric treatment hos- 
pital to open soon; both institutions te function in re- 
lation to Ohio delinque nt youth program of diagnosis ; 
intensive treatment; and recommendations to juvenile 
courts; placement agencies and industrial schools; sal- 
aries $12,000-15,000; minimum requirements 3 years 
approved residency training including some child psy- 
chiatry; psychiatrist director of above 100 bed hospital 
$14,000-$17,000; board certified or eligible; training in 
child psychiatry plus administrative experience; apply 
now with qualification and references to Paul Kirch, 
oe Superintendent, Juvenile Diagnostic Center, 2280 

Broad St., Columbus 4, Ohio "be 


(Continued on page 204) 
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internal and/or external attack 


Whatever the bacterial infection seen in EENT, the foci respond rapidly to a suitable 
form of broad-spectrum ACHROMYCIN. In superficial cases, local therapy is often 
dramatic. In deep-seated conditions, ACHROMYCIN V capsules complement topical 
control for fast relief and remission. 


Tetracycline Lederie : 


Ophthalmic Oil Suspension 1% 
Ophthalmic Ointment 1% Nasal Suspension 
Ophthalmic Ointment 1% Ear Solution with Hydrocortisone 


with Hydrocortisone 1.5% And Phenylephrine 
Ophthalmic Powder Sterilized © ACHROMYCIN V (Tetracycline with Citric Acid) Capsules 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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FOR 
CONSTIPATED 


BABIES 
and CHILDREN 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 


It’s not a drug—it’s a food supple- 
ment. It helps nature function nor- 
mally by promoting favorable acid- 
uric bacteria in the lower tract and 
creates and maintains soft natural 
stools. 

Malt Soup Extract is a non-dia- 
static barley malt extract neutralized 
with potassium carbonate. It’s harm- 
less and, when necessary, can be 
given over a long period of time 
without any side effects. It causes no 
inflammation, no gas pains and re- 
stores a normal acid condition in the 
lower tract. 

For babies two tablespoonfuls of 
Malt Soup Extract is added to the 
formula. For children two table- 
spoonfuls in milk (children love it) 
twice a day or use it on cereals or in 
fruit juice. 

Some physicians prefer the liquid 
form. Many like the mild tasting, 
easily handled powder form. Both 
are available at drug stores coast 


to coast. 
8 oz. and 16 oz. botties 


We will be glad to send you 
clinical samples of powder and (or) liquid. 


BORCHERDT 
COMPANY 


217 North Wolcott Avenue 
Chicago 12, Illinois 
In Canada, Chemo Drug Co., Ltd. 
Toronto, Canada 


Laxative FOOO 
SUPPLEMENT 


| Borcherdt Company BaC | 
| 217 N. Wolcott Ave., Chicago 12, Ill. 


| Gentlemen: Please send me sample of Malt Soup | 
| Extract (1) Powder 


} Liquid) and literature. | 


Address 
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| 
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| 
| 
| | 
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TONICS AND SEDATIVES 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


A wealthy middle-aged widower de- 
cided to consolidate his fortune by re- 
marrying an even wealthier woman. Not 
having any success in meeting such a can- 
didate on his own, he consulted a marriage 
broker. The broker told him that he had a 
girl who “looked like a picture.” 

The broker arranged for them to meet 
at a table in a Broadway night club. As 
soon as his client saw the woman, his face 
fell. She was conspicuous for oversized 
ears, a badly broken nose, and hair the 
color of the rainbow. 

Next morning our widower called the 
broker. “I thought,” he said bitterly, “you 


said she looked like a picture.” 
The broker replied, 
Picasso or you don’t.’ 


“Either you like 


There is an electronics engineer living in 


the landlord’s first floor apartment. 


| 65 degrees, the engineer’s recorded voice 


| the sanitary code a landlord who does not 


| liable to a $500 fine and/or a year in jail. | 


| temperature goes above 65 degrees. 


| such natural, delicate tints on his nudes. 


| Brooklyn who has solved his problem re- 


garding arguing with his landlord about 
inadequate heat in his top floor apartment. 
He has attached to his thermostat a record 
player with an amplifier arranged so that 
sound is beamed down the dumb-waiter to 


Whenever the temperature drops below 
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The 
Medical 
Bureau 


900 North Michigan Avenue 


ADMINISTRATION: (A24) Ass’t med. dir; nationally 
known organ; primary function developing public re- 
lations; $ some trave 

275-bed hosp; 
5,000. 


Chicago 


niv. city 00,000, near Pittsburgh; $20-$25, 

AVIATION: %ees) Flight Surgeons—Two: one should be 
= GP with aviation med. exp; other should have 

p. in line of preventive med. 

FOREIGN: (B59) Board man in oto, path, ped, rad, 
surg; major indus. co; 250-bed approved osp; ige 
clinic staffed by Board men 

GENERAL PRACTICE: (F83) Two GPs; ass’n 
i4-man group; town of 75,000, So Calif. (F84) Ass'n, 
GP well estab., Wash., D. C.: early partner. (F85) 
To succeed GP long estab., Miss: oppor. serve as 
pleat phy: sufficient work for 2 men; a outpatient 

Osp; present MD grosses $40,000 

INDUSTRIAL MEDICINE: (C30) Med. dir., joint pro- 
4 Ige companies; Tex 

INT RNAL MEDICINE: (H54) “With sub-specialty train- 
ing in hematology, endocrinology, oncology; $12,000 
$2000 yearly increase until partner; 22-man 


N 
OALR: | (E75) Oph; ass’n Board internist; coll. town, 
nmomiets drawing area, 100,000; Mich; Ist yr. 
$18,000; 2d, $24,000; 3d, partner oppor. 
ORTHOPEDICS: (K24)' To serve as chief, new orth. 
0-man group; coll. town, MW; full partner. 
PATHOLOGY: (L40) Dir. degt, one hour's ride from 
yc N. (L41) Dir. dept, 225-bed hosp; near 


PF & N: (P55) Ass’t ‘by Board NP; busy pract; attrac. 
own on Long Island; $25,000. 


ty 75,000, So; $25,000, Ist yr. (R89) Dir. 


e é 
SURGERY: (U7!) Young Board surg; !4-man group 
estab '39; on staff new tchg hosp. 


Please send for our analysis form. 


Burneice Larson oirector 


CHIEF MENTAL HYGIENE CLINIC VETERANS 
Benefits Office which operates outpatient clinic for 
Washington, D. C., and adjacent Maryland- Virginia 
area seeks Board Certified psychiatrist for full time 
Chief, present staff includes four full time psychiatrists, 
five psychologists; three psychiatric social workers; plans 
are under way for further expansion to include Day 
Care Program similar to Day Hospital; there are active 
teaching programs in psychiatric, surgical, medical and 
para medical fields through university affiliations and 
regular consultant visits; full time appointment pre 
cludes private practice, but leave for self education or 
for university association is encouraged; annual salary 
$13,058 to $16,000 depending on qualifications, addi 
tional benefits include 30 days vacation, 15 day sick 
leave each year, plus good retirement and insurance 
plans; applicants must be U. S. citizens and be licensed 
in one state or territory. Inquire: John W. Walsh, MD, 
Chief Medical Office, 21st Street and Constitution Ave 
nue, N. W., Washington 25, D. C. Cc 


OTOLARY NGOLOGIST CERTIFIED OR ELIGIBLE; 
unexcelled opportunity for well trained man, immediate 
opening to take over large active, top-grade surg 
and clinical practice grossing $65, 000 annually; bez 
tiful Missouri city of 40,000 with vast drawing area; 
exceptionally well designed and decorated office, in 
cluding five treatment rooms, identically furnished with 
new SMR equipment, 10 room intercom system, X-ray 


automatically says, “Under Section 225 of 


provide 65 degrees of heat when the out- 
door temperature falls below 55 degrees is | 


The temperature in this apartment is now | 
below 65 degrees.” 
The record goes on and on until the 


Renoir was once asked how he achieved | 


He replied, “I just keep painting and paint- | 
ing until I feel like pinching. Then I know 
it’s right.” 

While still on the subject of painting, 
there is a certain young man who at every 
party always monopolizes the conversation 
with a monologue on modern art. 

After he left a certain party, one of the 
guests inquired why he hadn’t been warned 
that the gentleman in question was an 
artist. 

“He isn’t,” the hostess replied. “He just 
babbles in art.” | 


(Continued on page 210) | 


and laboratory equipment in new medical arts building 
near hospitals; excellent office staff; will introduce; 
urgent community need for replacement; local physi 
cians pledge support for high calibre man; leaving for 
‘hing position September, 1959; practice may be pur 
ed with or without equipment on extremely mod 
erate terms; payable over 5 year period. Box 9542 C, 
% AMA 


MEDICAL OFFICER NEUROPSYCHIATRIST TO 
work on the staff of the Civil Air Surgeon, Federal 
Aviation Agency, Washington 25, D. C., formulate and 
review medical exam procedures regarding nervous sys 
tem which airmen undergo for determination of eligi 
bility for medical Certification; formulate screening 
tests diagnostic and prognostic procedures which pro 
vide means for determining whether airmen meet stand 
ards established for integrity of nervous system; salary 
$11,595; applicants must show experience indicating 
ability to conduct to successful completion important 
research programs. Write to: Chief, Recruitment and 
Placement, Federal Aviation Agency, 16th & Constitu 
tion Avenue, N. W., Washington 25, 


WANTED ASSOCIATE IN ANESTHESIOLOGY ; 
Boarded if possible; full time employment in a long 
established and rapidly growing clinic and hospital* +; 
including many benefits available only in a group; pres 
ent department consists of MD and five nurses; work 
volume over 5000 cases per year exclusive of OB anal 
gesia, with constantly increasing volume, necessitating 
expansion of department. For particulars, write: J 
Morgan Schwab, MD, Chief of Department of Anesthesi 
ology, Geisinger Memorial Hospital and Foss Clinic. 
Danville, Pennsylvania 


WANTED — GENERAL PHYSICIANS; UNDER 35 
years of age; full time hospital practice; opportunity 
to develop interest: consultation with specialists avail- 
able in professtonal care program of 10 Miners Me- 
morial Hospitals; full time positions with starting com- 
pensation at the rate of $12,000 per year; progressive 
pay scale; for appointment currently and for July, 
4959; eligibility for licensure in Kentucky, Virginia or 
West Virginia required. For details address: The Clin- 
ical Director, Miners Memorial Hospital Association, 
1427 Eye Street. N. W., Washington 5, D. C. c 


(Continued on page 212) 
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New 


OLARAMINE*® 
REPETABS*” 


For day-to-day 
relief and 
maintenance in SYMYOU WANT FOR YOUR PATIENT. 
allergic 
reactions with 
these major 
benefits 


High degree of 
antihistamine efficacy— 
daylong or nightlong 
protection with a single 
4 mg. Repetas / Low 
dosage—lower than with 
other antihistamines /- 
High therapeutic index 
(3380)—unsurpassed 
among all antihistamines 
/ Low incidence of side 
effects—unexcelled by 
any other antihistamine 
preparation 


4 mg. POLARAMINE 
REPETABS in bottles of 
100 and 1000 


SCHERING CORPORATION * BLOOMFIELD, N.J.  ensa82-9 


Schering 
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Prophylactic/ therapeutic 
anti-infective in burns 

T.M., a 49-year-old male, sustained 

1° and 2° burns of legs from spill of a 
15% caustic boiling solution. Triburon 
Ointment, applied daily for 26 days 
with dry sterile dressings, protected the 
wound satisfactorily throughout 

the healing period; proved nonirritating 
and nonsensitizing even in 

prolonged use.' 


for prophylaxis against antibiotic-resistant 


Triburon in the control of post-burn infections — in 1st and 
2nd degree burns of scrotum and medial aspects of thighs, Tribu- 
ron-protected lesions healed in 20 days, with no residual scarring.’ 


Effective against antibiotic-resistant organisms—even 
staph 80/81 —Triburon was “. . . in vivo superior even to 
penicillin,” with a wide spectrum including “. . . pathogenic cocci 
[both staphylococci and streptococci] regardless of their resist- 
ance to antibiotics.”? Among strains of staphylococci which re- 
sponded to Triburon are four identified as belonging to phage 
group 80/81,? known as the most prominent resistant offenders. 


Triburon is extremely low in sensitizing potential 

@ in 210 patients with ecthyma, impetigo contagiosa, pustular fol- 
liculitis, dermatitis repens and secondarily infected eczematous 
eruption, good results with Triburon or Triburon-HC were ac- 
companied by only four complaints of irritation or burning.* 


@ Triburon “. . . was shown to be nonirritating in 48-hour closed- 
patch tests on 132 patients and was not sensitizing in repeat ex- 
posures to 100 of these patients after three weeks.””* In 4598 closed 
patch tests there was “. . . less than 2 per cent allergic response.” 
References: 1. Personal communications. 2. R. J. Schnitzer and E. Grunberg, Anti- 
biotics & Chemother., in press. 3. R. C. V. Robinson and L. E. Harmon, Antibiotics 
Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 113. 4, E. Edelson, 


E. Grunberg and T. V. Morton, Antibiotics Annual 1958-1959, New York, Medical 
Encyclopedia, Inc., 1959, p. 110. 
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1. After five days of Triburon therapy. 2. Photograph taken the day after patient returned to work. 


staphylococci in Ist and 2nd degree burns 


new 


chloride 


(with hydrocortisone 0.5%) 


NEW WIDE-SPECTRUM TOPICAL MICROBICIDE 


“Triburon “Triburon-Hc 


for prevention and treatment of for prevention and treatment of 
dermatologic disorders such as: dermatologic disorders when the 
anti-inflammatory and antipruritic action 


w infected burns 
of a steroid is desirable, such as: 


pyodermas 
@ furunculosis @ pruritus 
infected dermatoses eczema 


a pustular folliculitis we ecthyma 


i i buncle: 
(Triburon-impregnated dressings @ carbuncles 


can be autoclaved. ) 
Available: Ointment, Available: Ointment, containing 
containing 0.1 per cent Triburon, in 0.1 per cent Triburon plus 0.5 per cent 
l-oz tubes and 1-lb jars. hydrocortisone, in 5-Gm and 20-Gm tubes. 


/hydradenitis 


TRIBURON® CHLORIDE—brand of triclobisonium chloride 


ROCHE® 
PRIA. ROCHE 
LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


I 
4 
ROCHE} 


Pregnancy 

can be made 

a happier 


Miltown therapy resulted in complete 
relief from symptoms in 88% of 164 
pregnant women complaining of in- 
somnia, anxiety and emotional upsets.’ 


MILTOWN RELIEVES BOTH MENTAL AND MUSCULAR TENSION 


causes no adverse effects on circula- meprobamate 
tory system, G.I. tract, respiration, or i OW I i 
other autonomic function 


: . : Available in 400 mg. scored and 200 mg. sugar-coated 
®@ does not impair mental faculties, _ tablets; bottles of 50. Also available as MEPRosPAN* (200 


motor control or normal behavior mg. meprobamate continuous release capsules). 
1. Belafsky, H. A., Breslow, S. and Shangold, J. E.: 
Meprobamate in pregnancy. Obst. & Gynec. 9:703, June 


8 well tolerated throughout pregnancy" 1957. 


@) "WALLACE LABORATORIES, New Brunswick, N. J. 


Cm-s812 
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# TRADE-MARK 


Reports in hundreds 
of leading journals and 

scores of standard textbooks 

reflect the position of Gantrisin as a drug 

of choice in urinary and other bacterial infections, 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc Nutley 10 N. J. 
GANTRISIN®—brand of sulfisoxazole ROCHE® 


Welinsehr. 82:345-3: “May.1452. vy) : 
garus, JoA. & Weed, | 320. July ate 
y Ann, Mcet., ( Cutie 


Incorporated 

in exclusive 

ACID MANTLE 
vehicle 


Lotion—pH 4.600 
Abates Inflammation and 
normal acidity 


“CORT-DOME 


-3WOO-140) 


af 


3 ‘an “Fabricant, N. 
A.M. A. Arch, Otolaryn. 65:11, 1957. 


Samples and literature Supply—3s%, 1% and 2% hydrocortisone in either Creme 
available on request. (s oz., 1 oz., 2 oz., 4 oz. tubes and 1 Ib. jars) or Lotion 
(44 oz., 1 02., 2 o2., 4 oz. squeeze bottles and pt. bottles). 


& Dome Chemicals Inc. 


NEW YORK 23 + LOS ANGELES 46 + in Canada: 2765 Bates Road, Montreal 


LABORATORY- : Controlled laboratory experimen- 
PROVED! tation once again confirms the 
Here are the results of efficacy of DIAPARENE CHLORIDE’S 
exacting laboratory tests, ; antibacterial activity. This evi- 
conducted at ourresearch , — dence provides scientific substan- 
institute. This chart illus- “— 8 tiation enabling physicians to pre- 
trates the average zone of a) scribe DIAPARENE ANTI-BACTERIAL 
A BaBy PowDER with confidence 
BABY POWDER axis in ammonia dermatitis in i 
staphylococci and other were done in A 
organisms. cale with Sum dianeereep fants and incontinent adults. 
Samples and literature on request. 
SUPPLIED: 3% oz. and 9 oz. shaker-top tins, 


COMPOSITION: Methylbenzethonium chloride 1:1800, in a specially prepared cornstarch and sodium bicarbonate base. 


J.A.M.A., July 25, 1959 
TONICS AND SEDATIVES (Continued) 


Did You Know That 


A former Fifth Avenue mansion now 
houses a school for models. Mounted heads 
of moose and lions no longer fill the trophy 
room. Instead it now contains pictures of 
wealthy and famous husbands captured by 
school graduates. 

© 

In a V. A. hospital recently the inmates 
of one ward chipped in to give the nurse 
who gave them their injections a gift. At- 
tached to the gift was a little note which 
read, “To the best rear gunner in the 
outfit.” 


A television director, creeping along in 


| heavy traffic and late for an appointment, 
| hit on an ingenious idea. He remembered 


a certain crime-doesn’t-pay program which 
opened with the sound of wailing police 
sirens. He turned on his car radio full 
blast and the air was filled with the shriek- 
ing sound of sirens. Motorists ahead pulled 
to the curb and the director hastened to 


| his appointment. 


DR.BROWN 
VETERINARIAN 


The Poetry Corner 


Driving in England 
The rule of the road is a paradox quite 
As you drive, or just walk along. 
If you go left, you are sure to go right, 
But if you go right, you go wrong. 
We call Minneapolis Minn, 
Why not Annapolis Ann? 
If you can’t tell the reason 
I'll bet Topeka Kan. 
A young lady who sings in our choir 
Has hair just the color of phoir; 
But her charms are unique, 
She has such a physique 
It is really a joy to be nhior. 
The Diabetic 
I can go without sugar 
I can go without fat 
I can go without butter 
Not even a pat; 
But give me my coffee 
In the morning with cream 
And I'll sail thru the day 
Like a beautiful dream. 


“Swede” 
e 


Quotes of the Week 


An archaeologist is the best husband a 
woman can have. The older she gets, the 
more he is interested in her. 


(Continued on page 212) 
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in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


* Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
rumination, and insomnia. 


Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


EFFICACY AND SAFETY CONFIRMED IN OVER 3,000 
DOCUMENTED CASE HISTORIES."*? 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. for depression 
Composition: Each light-pink, scored tablet contains 1 mg. 


2-diethylaminoethy! benzilate hydrochloride (benactyzine HC!) & 
and 400 mg. meprobamate. ep ro 


References: 

1. Alexander, L.: J.A.M.A. 166:1019, March 1, 1958. 

2. Current personal communications; in the files of Wallace Laboratories. @)°wALLACE LABORATORIES, New Brunswick, N. F. 
3. Pennington, V M.: Am J. Psychiat 115:250, Sept. 1958. marx 60-9080 
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Protects adults against 
Diphtheria-Tetanus 
with reduced reactivity 


Adult 


DIP-TET™ 
Alhydrox* 


Active immunity can be estab- 

lished, or booster injections 

given to teen agers and adults 

without fear of serious reactions. 

High purification permits smaller 

dosage, reduces reactivity. Ad- 

sorption on Alhydrox [Al (OH)3] 

retards the rate of absorption, 
further minimizes reactions. 

For complete information see PDR 

page 662, ask your Cutter man, 
or write to 
CUTTER LABORATORIES 
Berkeley, California 


CUTTER 


. . the leading 
meeting of the year 
A.M.A. Clinical Meeting in Dallas, 
December 1-4, 1959 


Don’t miss it 
medical 


: INATION 
Blouses 


21” long .. 

WHITE CRINKLE CLOTH 

COUPON will save you time in ordering 
SIZE COLOR BUST QUANTITY , 
of TIES measure WANTED ¢ 
BLUE 41" 
WHITE 48" 
PINK 
All 3 sizes 21" long; open back with two 
ties; slit underarm from 3” below armhole * 
“COLOR of TIES 12 for $44.50! 
Tells you the SIZE” only.. 


; TECKLA GARMENT COMPANY, Mfrs. 

P. 0. Box 863, WORCESTER 1, MASS. 

Gentlemen: Please send the quantities of 
TECKLA EXAMINATION BLOUSES indicated 
above. Send C.0. OF Postpaid... 


TECKLAS now “on duty” in all 50 STATES 


pays postage on CASH 


TONICS AND SEDATIVES (Continued) 


The ideal wife is one who knows when 
her husband wants to be forced to do 
something against his will. 

« 


The trouble with a lot of marriages is 
that the husband is so busy bringing home 
the bacon, he forgets the applesauce. 

* 

Man is probably the only animal which 
even attempts to have anything to do with 
his half-grown young. 


An old gentleman said: “I have always 
treated my wife in such a fashion that if 
I died, it would take more than a_ hot 
water bottle to replace me.” 


Anecdotes 


A young man working in an office had 
been watching the construction of a build- 
ing across the street. Suddenly he turned 
to an associate and said, “See that fellow 
over there? I’ve been watching that loafer 
for the last two hours and he hasn’t done 
a stroke of work.” 


During the last war there was a fighter 
pilot who was invaluable as a pilot but 
detestable as a person. When he was 
transferred to another post, his new com- 
mander received this report: “Splendid of- 
ficer at 6,000 feet. Should never come 
lower.” 


10-year-old was going to camp for the 
first time and his mother wanted to be 
sure that she would hear from him regu- 
larly. So, she addressed a post card for 
each day that he would be gone and told 
him, “All you have to do is write ‘Okay, 
Marvin.’ ” 
“All right,” 
the ‘Okay, Marvin’ 
scratch it out.” 


said Marvin, “but you put 
on and if I’m not, I'll 


D. 


J.A.M.A., July 25, 1959 
(Continued from page 204) 


PSYCHIATRISTS 


To do research, diagnosis, and treatment in 
California State Hospitals in several loca- 
tions. Opportunities for advancement to 
direct hospital research and professional 
education activities. 


No written examinations. Interviews twice 
a month in San Francisco and Los Angeles. 


Pleasant conditions for work and recreation; 
good salaries; excellent retirement plan 
and other employee benefits. 


Write 
Medical Personnel Services 
State Personnel Board 
801 Capitol Avenue, P.F. 
Sacramento 14, California 


2,500 BED CENTRAL STATE HOSPITAL, NASHVILLE, 
Tennessee; requires board certified psychiatrist to di 
rect its clinical program; prefer man under 50; posi 
tion carries faculty status and calls for the usual clin 
ical skills plus the ability to help coordinate teaching 
program of local medical schools and other graduate de- 
partments; address inquiries to Joseph J. Baker, MD, 
Commissioner, Department of Mental Health, 300 Cor 
dell Huli Bldg., Nashville, Tennessee. Cc 

Ww. PSYCHIATRISTS — PSYCHIATRISTS OR 

te . Wyoming; area is a vacation land, 
located along the Big Horn Mountains; climate, sum 
mer is ideal, fall beautiful and winter moderate; sal- 
ary $9,890 to $12,770, dependent on experience; fifteen 
pereent additional to maximum of $16,000 for Board 

Certification. For information, contact: Manager, Vet- 

erans Administration Hospital, Sheridan, Wyoming. C 


GENERAL PRACTITIONER; TOWN OF 500 
in prosperous farming community; good schools, new 
high school building; four churches, Lions Club, Ameri 
can Legion, Masonic and Eastern Star Lodges; 10 
miles from new fishing and boating area; good hos 
pitals within 30 minute drive on all weather ; 
money in bank to build clinie for doctor; no inter 
charged; unusual opportunity, Write to: Burr 
Kansas. 


WANTED 


OTOLARYNGOLOGIST — FOR STAFF OF GROUP 
practice clinic serving membership of 30,000; in Wash- 
ington, D. C.; prefer diplomate or hoard eligible phy 
sician; interested primarily in E " 
salary (open) one month vacation; 
hensive retirement plan. Write to: Medica Savenear, 
Group Health Association, Inc., 1025 Vermont Ave., 
N. W., Washington 5, D. C. Cc 


PHYSICIAN IN INTERNAL MEDICINE TO SERVE 
as ward officer under board certified internist; com 
pletely equipped 226 bed general hospital within 50 
miles heart of Minnesota resort area; excellent retire 
ment plan; life insura leave bene ; salary from 
$9800 to $13000 depe iz on qualifications; with peri 
odie salary increases: Apply Personnel Officer, Veterans 
Administration Center, Fargo, North Dakota. c 


“I'm afraid glasses won't help—what you need is radar!” 
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Vol. 170, 13 


OUR 63RD YEAR 


185 V.Wabash- Chicago, 


rune the counhsling Avwice to 

with distinction over half a cantury. 

ADMINISTRATION: (I) Vice-Pres, Med Affairs, Natl 
20-bd, 


organization; $15-20, 
or 
plus fringe Pa Pacific 


sre 
: (g) Ob-gyn; join i3 
n 
(t) Assn 16 man orp; own bidg; 


hosp; $14.3 
Island. 
GENERAL PRACTICE: 
attractive start’g sal, nefits ; 
at, house call ‘w) Grp 


ed Dir, Ige 


-gyn, w hsp & 
en prtnr; ‘MW 
: man grp (8 Cert’d); 
110 bd, JC ; $17,000, increases. 
PATHOLOGY: (y) One qual’d dir dept, 500- = . 
city, 


apprvd, gent hsp; importa i cancer prog; 
bie greenies, govt, 7 man orp, 


famous hith resort area; 
PEDIATRICS: One al 

estd 12 yrs; own $15,000 
PHYSICAL MED NE: Med Dir: rehabilitation 
ity 100,000" 
mental “Toe institution ; 


about 9,000; fr je bene’ 
¥: (p) dept; 17 man orp; West coast. ( 4 
en Bd rads; exel sal Ist yr then arrngmt leadg 
Spwards; 
EALT (r) Internist; dir dept (7 phys); 
univ, 12, "000 studs; $13-14,000; full prof. 
(s) som "2 man grp, enlar’g; mod diag & 
r facils; guar min, $15,000; Ige ci 
TUBERCULOS! MEDICINE: (f) cd Dir; estabd, priv, 
135 bd, TBe san; sal & compit mtce; MidE. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 


We offer you our best endeavors—our integrity—our 63 
year record of effective placement achievement 


STRICTLY CONFIDENTIAL 


WANTED—OPHTHALMOLOGIST; ENT, OR PEDIA- 
trician, unopposed, to occupy one level 1,000 square 
feet in new $75,000 split level clinic; community of 
45,000, adjacent to Spokane, 180,000; thirteen general 
practitioners in area; could finish office space as de- 
sired; other level occupied by two successful dentists. 
Write: Owen Wiley, DDS, Box 161, Opportunity, 
Washington. Cc 


WANTED — BOARD CERTIFIED PHYSIATRISTS; 
for full time hospital practice in professional care 
program of the Miners Memorial Hospitais; starting 
compensation $20,000; progressive pay scale. For details, 
address: The Clinical Diree iners Memorial Hos- 
1427 Eye Street, N. W., 

n » & 


THE WESTERN FOUNDATION FOR CLINICAL RE- 
search now accepting applications for wetiowelip in 
general surgery at the Great Falls Clinic, Great Falls, 
Montana: medical staff of 30 doctors; extensive surgi- 
cal experience, generous stipend. Address inquiries to: 
Chairman, Fellowship Training Program, Western 
Foundation for Clinical Research, 
Montana. 


WANTED — BOARD CERTIFIED INTERNIST; FOR 
full ame hospital practice in professional care program 
Miners Memoriai Hospitals; 

os hematology required; compensation 
pay scale. For details address: The 
linical’ Director, Miners Memorial Hospital Association, 
1427 Eye Street, N. W., Washington 5, D. C. c 


NORTH DAKOTA—PSYCHIATRIST FOR STATE HOS- 
pital; Board Certified or Eligible; salary $16,000 to 
$20,000 depending on experience and qualifications; new 
3 bedroom, unfurnished home available at nominal 
cost on hospital grounds; utilities included; moving 
expenses will be considered. Contact: Superintendent, 
State Hospital, Jamestown, North Dakota. Cc 


WANTED—BOARD CERTIFIED ORTHOPEDIC suR- 
geon ; for full time hospital practice in professional care 
program of the Miners Memorial Hospitals; starting 
compensation $20,000; progressive pay scale. For details, 
address: The Clinicai Director, Miners Memorial Hos- 
pital Association, 1427 Eye Street, N. W., Washing- 
ton 5, D. C. c 


GENERAL PRACTITIONER—OPENING FOR YOUNG 
doctor with university training to join medical group 
of 16 in Wisconsin; some training in obstetrics desir- 
able; attractive salary leading to membership standing 
with professional group practicing a good quality of 
medicine in a community of 50,000. Box 9525 C, % 


WANTED INTERNISTS AND PEDIATRICIANS 
Board certified or eligible to join established group in 
southwestern Pa, present staff of 45 board specialists; 
located in modern well equipped clinic; net starting 
income $17,000-$25,000 depending on qualifications; 
annual vacation and study periods. Write Box 9511 C, 


RADIOTHERAPIST — FULL TIME FACULTY AP- 
pointment available in southern medical school; rank 
dependent on previous experience; new teaching hos- 
pital has ultimate 600 bed capacity; individual will 
be in charge of therapy and isotopes; equipment in- 
cludes supervoltage unit; full time physicist on staff. 
Box 9517 C, % AMA. 


Box 911, Great Falls, 
Cc} 


ANTI-INFLAMMATORY 
ANTI-MICROBIAL 
ANTI-PRURITIC 


OTOBIONE provides the 


clinically proved* formula of White’s 
OTOBIOTIC, fortified with prednisolone. 
Each cc. of this new formula contains: 


ANTI-INFLAMMATORY 
ANTI-BACTERIAL 
ANTI-FUNGAL 


Prednisolone acetate. . 
Neomycin (from sulfate)......... 
Sodiurn propionate... SO mg. 


Physiologic pH! Will not obscure anatomic 
landmarks during otoscopy! 
The normalizing effect of 
OTOBIONE reduces tissue in- 
jury, and quickly provides 
optimal patient comfort... 


Preliminary studies with 

OTOBIONE by several investigators! show 
effective relief in 87% of cases of external 
otitis, chronic otitis media, and chronic 


mastoiditis with otorrhea. 


White Laboratories, Inc. 
Kenilworth, New Jersey 


GENERAL PRACTITIONER WANTED IN SOUTH- 
eastern Arizona to join medical staff of copper corpo 
ration, salary plus allowances; private practice permit- 
ted; office space furnished in corporation hospital; ideal 
year around climate; town of 15,000 in heart of his- 
toric Old West. Write to: Chief Surgeon, Phelps Dodge 
Corporation, Douglas Hospital, Douglas, Arizona, out- 
lining personal and professional background. c 


WANTED — ASSOCIATE IN OPHTHALMOLOGY; 
Boarded if possible; full time employment in a long 
established and rapidly growing clinic and hospital*+, 
including many benefits available only in a group. For 
particulars, write: Alan W. Mahood, MD, Chief, De- 
Partment of Ophthalmology, Geisinger Memorial Hos- 
pital and Foss Clinic, Danville, Pennsylvania. Cc 


WANTED—ASSOCIATE IN PEDIATRICS, BOARDED 
if possible; full time employment in a long established 
and rapidly growing clinic and hospital*+, including 
many benefits available only in a group. For particu- 
lars, write: Samuel 8S. Morrison, MD, Chief, Depart- 
ment of Pediatrics, Geisinger Memorial Hospital and 
Foss Clinic, Danville, Pennsylvania. Cc 

WANTED — ASSOCIATE IN ORTHOPAEDICS; 
Boarded if possible; full time employment in a long 
established and rapidly growing clinic and hospital*+, 
including many benefits available only in a group. For 
particulars write: Leonard F, Bush, MD, Chief of 
Staff, Geisinger Memorial Hospital and Foss Clinie, 
Danville, Pennsylvania. Cc 


*Lawson, G. W.: Diffuse Otitis Ex- 
terna and Its Effective Treatment, 
Postgrad. Med. 22:501, Nov., 1957. 
tDaly, J. F.: Personal Communi- 
cation. Yesner, B.: Personal Com- 
munication, McStravog, L.: Per- 
sonal Communication. Rigual, R.: 
Personal Communication. 


WANTED — BOARD QUALIFIED INTERNIST WHO 
wishes to build private practice; to share office ex 
penses with internist and two surgeons; share calls with 
internist, $12,000 guarantee plus percentage; north 
Iowa town; 30,000 “syd center for rich farming and 
industrial area. Box 9509 C, % 1A 


WANTED—BOARD CERTIFIED PATHOLOGIST—FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensation 

20,000; progressive pay scale. For details address: The 
linical Director, Miners Memorial Hospital Association. 
1427 Eye Street, N. W., Washington 5, D. C. c 


GENERALIST, OB EMPHASIS—-WANTED TO SHARE 
well equipped medical center with consulting surgeon 
and x-ray specialist; good opportunity; pleasant en 
vironment; 40 minutes to Baltimore; 1 hr. to D. C 
Maryland license needed; Address: Center, % 

Box 42, Stevensville, Md 


WANTED—BOARD CERTIFIED RADIOLOGIST; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensation 
#?. ,000; progressive pay scale. For details address: The 

linical Director, Miners Memorial Hospital Association, 
1427 Eye Street, N. W., Washington 5, c. c 

FAMILY PHYSICIAN OR YOUNG INTERNIST; FOR 
affiliation with group in Queens; attractive salary; early 
partnership; fringe benefits. Box 9447 C, % AMA. 


(Continued on next page) 
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-“ANTEPAR’ TABLETS 
(TEPAR’ WAFERS - 


WANTED 


(Continued from preceding page) PATHOLOGIST—NEW 


WANTED — BOARD CERTIFIED PSYCHIATRISTS; 
for full time hospital oraptice at Beckley Memorial Hos- 


rogressive B, seale. For details address: The 
ASSISTANT PATHOLOGIST 

eral municipal hospital! ; for 4 years of 


initial $7100; 


GENERAL PRACTITIONER — UNDER 35; RAPIDLY 


vard, San Diego 15, California. 


CERTIFIDD PEDIATRI- 
ork; desires associate, Ce 
AMA 


140 BED GENERAL HOSPI- 
tal; being expanded to 190 beds; and 100 bed hospital 
25 miles distant connected by 4 lane highway; college 
town of 30,000 forty miles from Nashville; Contact. Ad- 
ministrator, Memorial Hospital, Clarksville, ‘Tenn nnessee 


AND 
neuropsychiatric 


available. Man. 
Fort Lyon, 


GENERAL PRACTITIONERS, 
sa 


ance; citiz required arters 
"ad nistration Hospital, 


IMMEDIATE OPENING FOR CERTIFIED OR BOARD 
eligible psychiatrist to head and develop department in 
well established group of 35 doctors in midwest; may 
select his own assistants; salary is open with a mini- 
mum of $18,000; excellent retirement plan without cost 
to individual; address; Box 9510 C, % AMA, 


OPHTHALMOLOGIST WANTED—ESTABLISHED EX- 
oo nding 20 man group located in excellent hospital; 
ard Shigible or certified; good salary for 2 years with 

opportunity for group partnership; or excellent vee 

tion from to private practice; 

Charles E. Holzer, Holzer Clinic, Gallipolis, Ohio. 


INTERNIST—MIDWESTERN CLINIC GROUP NEEDS 


unusual 
Box 


eighth Board Eligible or Certified internist; 
opportunity with no investment for two years. 
9522 C, % AMA 


J.A.M.A., July 25, 1959 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 
ANESTHESIOLOGIST: assn. in PP in fee-for-serv basis, 


then 
Pract, MW 
DERMATOLOGIST: lab. 
facil.. 2 modern hosp, rich farm area MW 
GENERAL PRACTICE: (a) assn w/28-yr-old practitioner 
but have own independent income, can easily gross 
$25,000 Ist yr, wealthy farming, indus & military 
area of SW having great shortage of phys (b) assn. 
w/yng. pract., est. 4 yrs, unlimited surg, $1000 start, 
tty w/in rie prosp. farming region Minn. 
INTERNIST: Asst. Dir. clinical resreh, pharm co, MW, 
extensive contacting phys. in priv. & inst. 
. in 
MEDICAL DI RECTOR: exp. of chest & geriatrics, 
for a pont, inst, 000 & furnished res, full 
car allownce, exp. for inst. business, 
serv, |-mo vacation, etc., MW 
NEUROSURGE EON: Head new dept. of specialist’s orp, 
clin. hosp avail, 50-miles from 
Mots, $12,000 ist yr, future prtnrshp 
: 10-man grp practicing in new hosp, all under 
$12,000 ist yr. opptny to attend lectures & 


OPHTHALMOLOGIST: 2 Cert Eye men seek top-notch 
‘o’d member or will take ynor man & help him ob- 
tain ~ by se. + Satis. sal. in either category, future 


NEn 
onTHOPEDIC SURGEON: assn, w/orp of 3-orthop surg. 
est. ncn East, $1000 mo Ist yr, then prtnrshp. 
PEDIATRI 1AN: assn. w/Internist grossing to $30,000, 
NY State in rolling hills & lake country, opetny 


PSYCHIATRISTS: Full time or part time, Illinois, to 
$14,328 sal. & other income producing opportunities, 
lib. annual leave, pd. holidays, pension, active psych. 
& aux. services, opptny PP, area of 


an_ 250,000 
RADIOL routs: assn. riv office & 
both 


18-man clin est '07, compl. 


w/2 man orp serving 
by pr’ arene. 
n 
"spectaties, to w hy, 
(175,000) in northwestern 
THo VASCULAR SURGEON: NW clin. “of special. 
ist, all C or Elig, compl. clin. bidg., 2 peep, pro- 
gressive city. $14, ist yr, future prtnrshp 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


GENERAL PRACTITIONER; UNDER 25, TO 
join established four member group, “expanding com- 
munity northeast Georgia; new air conditioned building ; 
one member returning service; $10,000 start, early part- 
nership. Hill-Burton Hospital, ‘Habersham Medical 
Group, Clarkesville, Georgia. Cc 


ASSOCIATE WANTED—TO A ORT 
pod; north Eli 


gible; 
graded 
youre: Box 9314 C, 


WANTED — PHYSICIAN WITH EXPERIENCE IN 
general practice for admitting office of 500 bed GM&S 
hospital; salary dependent upon qualifications, Contact: 
Manager, Veterans’ Administration Hospital, Dublin. 
Georgia. Cc 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice; teachin 
research, public health or “x ° medicine; Nationa 
and international services. Our 62nd Year. ward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. C 


PRACTITIONER—FOR GROWING COM- 
Florida. For 
— K. Alexander, 

. Box 298, iit 


GENERAL 
munity about ten miles east of 
further information, write: Mrs, 
Physician Securing Committee, P. 
Florida. 


WANTED--MD FOR KONAWA, OKLAHOMA; UN- 
usual opportunity; vacant now; two strong banks, etc., 
reference requested. For particulars write: Lions Club 
Drug Company, Konawa, Oklahoma, 
tion 3,000, 


INTERNIST — MULTI-PLANT INDUSTRIAL COM- 
pany, Ohio, Penns 
Florida, Chicago $13, 
Exchange, 489 Fi Avenue, New York City, Patricia 
Edgerly, Director. c 

WANTED — YOUNG PHYSICIAN TO TAKE OVER 
established general practice in Tennessee city; excellent 
Suporte with large potential for one desiring semi- 
he purchase equipment if desired. Box 

95 % 


RIAL PHYSICIAN—QUALIFIED TO ORGAN- 
d direct department of industrial medicine-sur- 

gery in long established | ractice clinic. Write: 
ntinental-Pacific Coast Medic Agency, 510 
West Sixth Street, Los Angeles | 4. Cc 


WANTED — YOUNG THORACIC AND GENERAL SUR- 
geon; Board certified or qualified in both specialties; 
to be associated with young thoracic and general sur- 
geon in large community (175,000) in northeastern 
Ohio. Write: Box 9424 C, % AMA. 


PHYSICIAN N. Y. LIC TO WORK WITH ‘TOR IN 
busy private practice in Jamaica, L. L, Y., Box 
9516 C, % AMA. 


(Continued on page 220) 
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PIPERAZINE 
| NE WEEK 
UNDWORMS IN ONE OR TWO DAYS” i 
Piperazine Phosphate, 500 mg. 
f 
FAMILY PHYSICIANS IMMEDIATE OPENINGS 
with medical group; southwestern Pennsylvania; ex- | 
cellent educational opportunities; paid annual vaca- 
tion and study period; net starting income $12,000- 
fi $17,000 depending on training and experience; no ee 
i investment required. Write: Box 9512 C, AMA. 
| 
| 
Apply, \. B. Dolgopol, Mi, | 
ital, 526 Lenox Ave., New 
growing area; fully equipped office, salary first year; fee 
% opportunity to become member of five member associa- | oe 
tion after one year. Contact: Harold Peterson, MD, | be 
College Center Medical Group. 5950 Ei Cajon 
PEDIATRICIAN | 
cian; upstate New Y 


STOP 


4 


FAST 


“Paremycin provided rapid control and 


symptomatic relief...Its palatability made 
Paremycin especially acceptable...’" 


‘ The first and only combination of neomycin sulfate 
and tincture of opi opium—two highly effective anti-diar- 
rheal agents in optimum ratio. 


- Rapid clinical control—after only 1-4 doses and within 
12 hours. 


- Convenient small doses—only 42-2 teaspoonfuls q.i.d. 
in infants and children and 1-2 teaspoonfuls q.i.d. in 
adults. 


« Delicious banana flavor—non-chalky, non-bulky. 


suppuieo: Bottles of 6 and 3 fi. oz. 


CITED REFERENCE: 1. Dale, A. D. (Philadelphia, Pa.): Personal communica- 
tion, 1959. 


OCLASSIC ANTI-DIARRHEAL 


PAREMYCIN 


THE G. F. HARVEY COMPANY, INC. pxarmaceuTiCALs AND RESEARCH IN THE HARVEY TRADITION / NEW YORK 10, NEW YORK 


©Copyright 1959, The G. F. Harvey Company, Inc. 
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Record of patient with congestive failure, treated at a leading 
Philadelphia hospital. Photos used with permission of the patient. 


marked pitting edema 
with 


Milligram-for-milligram, Esidrix provides the highest 
fluid yields, lowest blood-pressure levels yet achieved 
with oral diuretic-antihypertensive therapy. 


DOSAGE: Esidrix is administered orally in 


Indicated in: an average dose of 75 to 100 mg. daily, 
. . with a range of 25 to 200 mg. A single 
congestive heart failure edema of pregnancy dose may be given in the morning or 
hypertension steroid-induced edema tablets may be administered 2 or 3 times 

hypertensive vascular disease nephrosis SUPPLIED: Tablets, 25 mg. (pink, scored); 
premenstrual edema nephritis bottles of 100 and 1000. Tablets, 50 mg. 
(yellow, scored); bottles of 100 and 1000. 

toxemia of pregnancy C 1BA summits. 


e for the anxious hypertensive 
with or without tachycardia 


(reserpine CIBA) 


2/2706MK 


ik 
5 
| 
3 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4-++-) of pretibial 
and ankle areas. Admission diagnosis: 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient L.S. 
Date 3/4 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1+ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, played checkers with 
another patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight had dropped 2 more pounds 
and rales were gone, Patient tolerated 
cystoscopy and fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was discharged. 


3/10 3/11 


Urinary 
Output (mil.) 840 


Weight (Ibs.) 139 


Esidrix. Dosage 
(mg./ day) 


(hydrochlorothiazide CIBA) 


» relieves edema in certain patients refractory to other diuretics’ 

s at least 10 times more active than chlorothiazide, provides the same 
therapeutic benefits with but 1/10 the dosage—or even less 

is exceptionally well-tolerated ... minimizes the likelihood of 


electrolyte imbalance 


1, Brest, A. N., and Likoff, W.1 Am, J. Cardiol. 31144 (Feb.) 1959. 
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¢ Full standard paper width 


¢ Uniform base lines 


¢ Exceptional accuracy of tracings 


Yes—G-E Cardioscribe® tracings are literally “straight 
from the heart'’"—amazingly free of interference even 
under poor recording conditions. Cardioscribe gives 


: you improved electronic stabilization. In tests involv- 
: ing 1100 twelve-lead ECG’s, excellent tracings were 
obtained despite an erratic power supply, and with 


room temperatures hovering around 100 F. 


Cardioscribe also offers improved ‘‘swing-out” 
paper drive for easiest loading ever. Recessed finger-tip 
controls. Provision for optional ballistocardiography. 


Your G-E x-ray representative will gladly complete 
the Cardioscribe story for you. Or simply write X-Ray 
Department, General Electric Company, Milwaukee 
1, Wis., for Pub. B-55. 


G-E Cardioscribe features provision for making 
up to 30 leads without shifting electrodes. No 
Progress ‘s Our Most /mportent Product more need for tedious repositioning during even 
a full series of chest leads. Positive-action, “‘no- 
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brand of nitrofurantoin 4 


FREEDOM FROM PAIN AND INFECTION 


“Nitrofurantoin [FURADANTIN] was effec- 
tive clinically, with a pronounced im- 
provement, indicated by the appearance 
of the urine as well as by verbal commen- 
dation by the patient, within 24 to 36 
hours. . . . Some of these patients with 
seemingly impossible cases were cured of 
their infection.” 1 

“During the initial week of therapy, when 
the dose of nitrofurantoin was 100 mg. 
four times a day, the urine became free of 
pus and bacteria. Symptoms of urinary 
frequency, urgency, and dysuria were re- 
lieved.””? 


RELATIVE FREEDOM FROM 
DRUG-INDUCED COMPLICATIONS 


@ No significant development of 
bacterial resistance in over 7 years. 


@ No irreversible toxic effects on 
kidneys, liver, blood-forming organs or 
central nervous system ever reported. 
@ No monilial superinfection or 
staphylococcic enteritis ever reported. 
@ Nofatalities from FuRADANTIN therapy; 
the margin of safety is 90 to 1. 


w Ina series of 49 patients,“the drug was 
given continuously and safely for as 
long as three years”. ? 


AVERAGE FURADANTIN ADULT DOSAGE: One 100 mg. tablet q.i.d. taken with meals and at bedtime with 
food or milk. Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


REFERENCES: 1. Stewart, B. L., and Rowe, H. J.: J. Am. M. Ass. 160:1221, 1956. 2. Lippman, R. W., et al.: 


J. Urol., Balt. 80:77, 1958. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides on 


EATON LABORATORIES, NORWICH, NEW YORK 


4 
d 
from pain, infection and certain drug-induced complications 
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FOR EXCELLENT CALIFORNIA 
loc meee: i, near San Francisco, charge department in 
hoepita 2. near San Francisco, appointment with 
clinic; 4 southern California clinic. Continental-Pacific 


Coast edical Bureau, Agency, Suite 1404 Central 
Tower, San Francisco 3. c 
OPHTHALMOLOGIST — BOARD CERTIFIED 


trained in leading institutions; subsequent experience 
staff major hospital; military completed; interested in 
associating with senior ophthalmologist ; private prac- 
tice; not before summer, 1960. Box 9524 2 Yo AMA. 


A AFTER AUGUST | OUR ADDRESS 
Pacifi Medical, Bu- 
reau, Agency, 430 North Camden ve, erly 
The ‘san’ Francisee office continues at 703 Market 
San Francisco. 


SOLO GENERAL PRACTICE OPPORTUNITY _IN 
county seat town of 2,200; new hospital to be construct- 
ed this year; minimal investment for office equipment ; 
terms arranged. Write or call: Henry Rock, ) 
American Falls, Idaho, 


WANTED—PEDIATRICIAN FOR SUBURBAN CLINIC 
in New Orleans; present staff includes one pediatrician 
and most of the other major specialties; percentage with 
potential partnership after three years. x 9515 C, % 
AMA. 


OALR EXCELLENT IMMEDIATE OPENING FOR 
man, Certified or Eligible; to join busy department in 
well established midwest one in city of 50,000, popu- 
lation area 200,000, Box 9513 C, % AMA. 


SROOED PEDIATRICIAN TO JOIN RAPIDLY anew. 
ing Board specialty group; central New Jersey; 30 miles 
from New York City; population 130,000; peal ic 
practice already established. Box 9514 G % AMA. 


WANTED—OTOLARYNGOLOGIST NEEDED BY ORE- 
gon Community on coast; ay otolaryngologist retired ; 
attractive location; space in new building with other 
doctors available. ‘Box 9520 C, % AMA, 


OTOLARYNGOLOGIST WANTED TO TAKE OVER 
lucrative practice in Maryland on temporary or perma- 
nent basis; no investment required. Write: Box 9383 C, 
% AMA. 


ANESTHESIOLOGIST — FOR BROOKLYN AREA; 
Board Eligibility not required; must have New York 
state license; group partnership: first year income 
$15,000. Apply: Box 8223 % AMA. 


WANTED—YOUNG PHYSICIAN; INDUSTRIAL PHAR- 
maceutical and chemical companies and hospitals; psy- 
chiatrics, anesthesiologists. Medical Personnel Agency, 
7 East 42nd St., New York, New York. Cc 


WANTED —OPHTHALMOLOGIST NEEDED IN ORE- 
« Coast community; independent practice in new 
building with other doctors. Box 9521 C, % AMA. 


VETERANS ADMINISTRATION HOSPITAL, DOWNEY, 
Illinois, and Veterans Administration Research Hos- 
pital, Chicago, Collaborating with Northwestern Uni- 
versity, announce reorganized, integrated post-graduate 
training program in psychiatry approved for Board 
Certification; facilities of eight participating hospitals, 
and departments, laboratories and clinics of the medical 
school will be fully utilized for comprehensive courses 
in neurologic sciences, basic and clinical psychiatry and 
psychoanalysis; progressive institutional and out-patient 
experience with supervision in diagnosis and therapy of 
all forms of behavior disorders in children, adolescents 
and adults makes the three years especially rewarding; 
other advantages offered are physically attractive locale, 
scientifically stimulating university environment, en- 
couragement in personal psychoanalytic training, sub- 
specialization, individual research, and rich opportuni- 
ties for professional and academic advancement; salary 
range $3,250 to $9,890. For application forms or infor- 
mation, apply: Dr. Benjamin Boshes, Chairman, 
Department of Neurology and Psychiatry, Medical 
School, Northwestern University, 303 East Chicago 
Avenue, Chicago, Illinois, Cc 


J.A.M.A., July 25, 1959 


will be held in strict confidence. 


ETHICAL PHARMACEUTICAL 


manufacturer is seeking a man for scientific post at top manage- 
ment level. This is a rewarding and challenging opportunity for a 
well qualified man, who has the appropriate background in the 
pharmaceutical field and also has a dynamic and imaginative out- 
look for the future. Compensation substantial and open. Replies 


Write to: 
Mr. Joseph Ushkow, President 
Endo Laboratories Inc. 
Richmond Hill 18, N. Y. 


PHYSICIAN WANTED—POSITIONS AVAILABLE FOR | 
physicians qualified and experienced in general medi- | 
cine for employment with the United States Govern- | 
ment; applicants must be willing to serve in Wash- 
ington, D. ¢ and accept overseas assignments; must 
t U. 8 born citizen; graduate of U. 8. Class A 
medical school, and have completed military obligation; | 
salary $10,150 per annum; additional allowances if as- | 
signed overseas; include all pertinent data in initial 

reply; personal interviews will be arranged for those 
selected. Box 9367 C, % AMA, 


PATHOLOGIST WILL CONSIDER A CERTIFIED 
man, or a man eligible for certification; a recent train- 
ee; or a 4th year resident wishing to complete training; 
to associate with a congenial group serving a 900 bec | 
fully approved general hospital; excel'ent working cor 

ditions; good relationship with medical staff. For fur- 


ther details, contact: H. Schmoekel, Personnel Di- 
rector, The Grace Hospital, 4160 John R., Detroit 1, 
Michigan. c 


WANTED—TWO SENIOR PHYSICIANS; ONE MAN 
and one woman in State Training School for mental 
deficiency and convulsive disorders; salary-range $8,220 
to $10,560, consideration given experience; three weeks 
vacation; fifteen days sick time, retirement gape 40 
hour, five day week; requirements; one year internship 
plus three years residency or practice, citizenship and 
Connecticut license; family housekeeping apartments at 
nominal charge; resident medical and dental staff; ped- 
an of peychiatric training helpful. Write: Box 9484 
c AMA. 


INTERNIST—PREFERABLY WITH SPECIAL INTER- 
est and training in neurology, wanted for full time 
group practice in union clinic in Lag sy Ohio; Board 

for clinician with 

year $17,000, third $18,000; 

without Boards, $3,000 less, with adjustment on com- 

leting Boards; benefits include hospital and surgical 
insurance for family, expenses paid to medical meet- 
ings, vacations, etc. Write: Medical Director, giving 
full details including curriculum vitae, 318 W. Wood- 
ruff Avenue Toledo, Ohio. 


WANTED — PHYSICIAN PSYCHIATRICALLY 
trained; 1,105 bed Veterans Administration neuropsy- 
chiatric hospital dynamically oriented; salary range 
$9,890 to $16,000 depending upon qualifications ; Citi- 
zenship required; area has excellent educational and 
cultural opportunities; near Smith College, Amherst 
College, and the University of Massachusetts. Com- 
municate: Manager, Veterans Administration Hospital, 
Northampton, Massachusetts. Cc 


PSYCHIATRIST WANTED — MODERN HAUN-TYPE 
NP hospital; Board Certified or Board Eligible pre- 
ferred; active research program; one-half hour from 
metropolitan Boston; opportunities for academic ap- 
pointment with leading medical school; approved for 
residency training; starting salary up to 3 85 de- 
pending on qualifications. Write to: Director, Profes- 
sional Services, Veterans Administration Hospital, 
Brockton, Massachusetts. Cc 


INTERNIST & GENERAL SURGEON—FOR 390 BED 
Veterans Administration Hospital; citizenship re- 
quired; licensed to practice in any state; salary range 
$6,505 to $13,970 depending on qualifications; plus 15% 
additional if Board Certified not to exceed $16,000; 
fringe benefits; preceptorship in surgery available; 

Certified or Board Eligible preferred. Write: 

Manager, Veterans Administeation Hospital, Musko- 

gee, Oklahoma. Cc 


RESORT COMMUNITY IN THE CENTRAL ADIRON- 
dack section of New York State desires the services of a 
generai practitioner; community situated 63 miles north 
of Utica, has winter population of 300 and a summer 
population of 7,000; the Town Board has an attractive 
offer for residency ‘and living conditions; hunting and 
fishing are very good. For further information, write: 
Bernard Patrick, Town Clerk, Inlet, New York. Cc 


QUALIFIED PHYSICIANS NEEDED IN 2,400 BED 
mental hospital+; salary range $6,505 to $13,970 de- 
pending upon qualifications; 15% additional if Board 
Certified; not to exceed $16,000; approved three year 
psychiatric residency collaborating with Northwestern 
University ; citizenship required. Write: Manager, Veter- 
Administration Hospital, Downey, near 

linois. 


— 525 BED HOSPITAL; EAST- 

cense or Eligibility 
soquired: enlarging present $16,000 guaranteed 
first year. Box 9479 C, % AMA 


Send to: 


2688, Detroit 31, Michigan 


ATTENTION: Mr. Farrell 


INDUSTRIAL PHYSICIAN 


Chrysler Corporation has several openings in Industrial Medicine. The po- 
sitions offer outstanding opportunities 
search aspects of industrial medicine. Experience in industrial medicine, 
public or occupational health desirable but not essential. Résumés should 
include academic background, past experience, and salary requirements. 


in administration, clinical and re- 


Chrysler Corporation, Management Recruitment Department, P. O. Box 


WANTED—PHYSIATRIST FOR ACTIVE PMR PRO- 
gram in 823 bed hospital treating GMS and geriatric 
patients ; urologist to head section of 32 s in surgical 
service; salary both positions $9,890 to $12, 770, ~ nd- 
ing on qualifications; 15% additional pay Bo rd 
Certified. Write: Charles C. Thomas, MD, Sascoter, 
Professional Services, Veterans Administration Center, 
Dayton, Ohio. Cc 


HOUSE PHYSICIANS—NEEDED IMMEDIATELY; 230 
bed general hospital; serving suburban and industrial 
communities in Pittsburgh metropolitan a license 
in Pennsylvania is required for this position: salary 
$650 per month; apartment available. Write: Adminis. 
trator, sowickley Valley Hospital, Sewickley, Penn- 
sylvania. c 


WANTED—NEUROSURGEON TO HEAD 30-35 BED 
— section in 823 bed general hospital+ ; sal- 
ry $9,890 to $12,770 depending on qualifications; 15% 
additional pay if Board Certified. Write: Charles C. 
Thomas, MD, Director, Professional Services, Veterans 
Administration Center, 4100 West Third Street, —h 


PSYCHIATRIST—FOR PRIVATE 15 MAN CLINIC IN 
Southern Illinois; must be board qualified or certified; 
ed, time will be spent with the community mental 
health clinic; cultured college town with ample recrea- 
tion; excellent schools; mild climate; salary adequate; 
rapid rise to senior member no investment; re 
program. Box 9460 AMA. 


GENERAL PRACTITIONER—TO JOIN ESTABLISHED 
eastern Ohio group of young specialists and general 
practitioners; democratic; enthusiastic; academic at- 
mosphere; opportunity to become full partner from start 
with no investment; paid annual salary $11,500.00— 
$15,000.00 depending on training eo experience; re- 
tirement program. Box 9452 C, % AM 


PHYSICIANS WANTED—FOR CHICAGO AND SUR- 
rounding suburbs; there are many full and part time 
positions available in all specialties for private asso- 
ciations; industry: groups; and institutions: Call or 
write Mrs. N. Garland, Director Garland Medical 
Placement, 25 East Washington Street, Chicago 2, Illi- 
nois, ANdover 3-0145. All inquiries are confidential. C 


PSYCHIATRIST FOR STAFF POSITION IN CIN- 
cinnati; for able | 
participate n 
search program ; salary upward from $12, ree depending 
on qualifications and experience. Wri 
MD, 3009 Burnet Avenue, Cincinnati’ 19, 

0. 


INTERNIST—MEMBER OR BOARD ELIGIBLE TO 
join small clinic in small southern Virginia town; 
increasing salary for two years and then partnership; 
nearby teaching hospitals; new recreational facilities ; 
only those interested in a leisurely but stimulating 
group practice in small town should apply: Box 9446 C, 


% AMA. 


GENERAL STAFF PHYSICIAN FOR 3,000 BED HOS- 
pital and training school for mentally retarded; south- 
ern Michigan resort area; hunting and fishing; liberal 
vacation and retirement be! ‘nefits ; salary $11,850-$14,000; 
Michigan license required ; apply: Medical Superintend- 
ent, Colwater State Home and Training School, Col- 
water, Michigan. Cc 


GENERAL PRACTITIONER WANTED—CALIFORNIA 
medical group needs general practitioner under 35 years 
of age, military completed, immediately; Sacramento 
Valley, large private and industrial practice; salary 
$1,000 per month with percentage of group net after 
first year; adequate vacatic on and study time; no invest- 
ment. Reply: Box 9417 C, % AMA. 


WANTED—GENERAL PRACTITIONER WILLING TO 
concentrate on obstetrics and pediatrics; must be per- 
sonable with ability to build and hold practice; in- 
dustrious and willing to work; must axe completed 
military service; salary $15,000 to $18,000 per annum 
with chance for advancement, Fairbanks “Clinic. Fair- 
banks, Alaska. 


GENERAL SURGEON OR GENERAL PRACTITIONER 
with surgical experience for medical and surgical unit; 
neuropsychiatric hospital, Black Hills; salary $8,330- 

.355; citizenship and licensure required. Manager, 
= Administration Hospital, Fort Meade, South 
Jakota c 


RADIOLOGIST — FOR PARTNERSHIP IN ESTAB- 
lished hospital and group practice; progressive percent- 
age goes from $18,000 to $32, in five years; give full 
oe Caw biography, availability first letter. Box 


(Continued on page 224) 
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HELPFUL 
PAMPHLETS 
FOR 
BAFFLED 
PARENTS 
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CALLING ALL PARENTS 


A delightful booklet where babies do the talk- 
ing through pictures and captions. 36 pages, 
25 cents 


WHAT DOES YOUR BABY 

PUT IN HIS MOUTH? 

Tells how to prevent accidents from choking 
and what to do if they happen. by Chevalier 
Jackson and Chevalier L. Jackson. 24 pages, 
15 cents 

BAD HABITS IN GOOD BABIES 


Including sleep disturbances, eating problems, 
stubbornness, bladder control. by H. M. Jahr, 
16 pages, 20 cents 


THUMBSUCKING 


Tells when and why babies suck their thumbs 
and what to do about it. by Margaret B. 
Kerrick, 4 pages, 10 cents 


AMERICAN 
MEDICAL 
ASSOCIATION 


Dearborn Street, Chicago 10, Illinois 


she can choose her own silver... 


but she needs your help 
in planning her family 


Delfen 


VAGINAL CREAM 


MODERN CHEMICAL SPERMICIDE 
lyethoxythanel 5% in oil-in-water emulsion 


Preceptin 
VAGINAL GEL 
SPERMICIDAL GEL WITH BUILT-IN BARRIER 


Pp poly y acid 


PRESCRIBED WITH CONFIDENCE FOR 
SIMPLE, EFFECTIVE CONTRACEPTION 
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keeping appetite 
in check 


around the clock 


PRELUDIN 


brand of phenmetrazine 


prolonged-action 
tablets 


New long-acting PRELUDIN ENDURETS 


offer you a new method...a more 

convenient method... of administering 
this well-established, reliable 
appetite-suppressant. The new ENDURETS 
form virtually eliminates the vexing 
problem of the forgotten dose because... 
just one PRELUDIN ENDURET taken 
in the morning generally curbs the appetite 
throughout the day. 
PRELUDIN ENDURETS afford greater 
convenience for your patient... 
added assurance to you that medication 
is being taken as prescribed. 
PRELUDIN® (brand of phenmetrazine hydrochloride) 
ENDURETS."-™- Each ENDURETS prolonged-action tablet 
contains 75 mg. of active principle. 

PRELUDIN is also available as scored, square pink 


tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS IS A GEIGY TRADEMARK. 


GEIGY 


ARDSLEY, NEW YORK 


PR-OS3 
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There are 
KNOWN 
CONTRA- 
INDICATIONS 


Peripheral vasospasm of any etiology may be treated 
with Roniacol without fear of serious complications. 
Roniacol is metabolized to the pure vitamin form (nico- 
tinic acid)...acts by a direct relaxing effect on small 
peripheral blood vessels to increase and intensify blood 
flow to affected extremities. 


Numerous clinical studies!-* show Roniacol to be a 
remarkably well-tolerated vasodilator. “Patients up to 
the ages of ninety have tolerated the drug in doses up 
to 600 mg with no adverse effects.’’! 

References: 1. M. M. Fisher and H. E. Tebrock: New York 
State J. Med. 53:65, 1953. 2. R. O. Gilhespy: Brit. M. J. 
1:207, 1957. 3. E. C. Texter, et al.: Am. J. Med. Sc. 224:408, 
1952. 4. W. Redisch and O. Brandman: Angiology 1:312, 
1950. Complete bibliography available on request. 

Available in scored 50-mg tablets, bottles of 100, 500, and 
1000. Roniacol Elixir, containing 50 mg of Roniacol per 
teaspoonful (5 cc), in bottles of 16 ounces and one gallon. 


RONIACOL’— brand of beta-pyridy! carbinol 


ROCHE LABorATORIES: Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 


for vasodilation 
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Full Protection for your Bacteriologicals and Antibiotics 


PORTABLE 


The ease with which the Astral can be moved from office to office—its complete 
silence guaranteed—its easy-to-clean interior, rounded corners, finished with tough 
pw resistant Vinyl! enamel which resists alkalis, fruit acids, etc.—and, 
, the way it maintains the same even steady temperature month after month, 
ete after year—all these features combine to make the Astral an ideal refrigerator 


MORPHY-RICHARDS 


‘oursive DIMENSIONS: 
36” high, 225%” wide, 2112" deap. 


REFRIGERATION 


most im- 


for use in every doctor’s office or laboratory, 
Best of all it is priced most economically. 


Astral 


232 S. Van Brunt St., Englewood, N. J. 


Continued from page 220) 


WANTED — DIRECTOR OF PROFESSIONAL SERV- 
Kansas City General Hospital, 
salary range $1,780 to $2,120 per 


interns and residents: 


Board of internal Medicine and have had experience in 
administering intern-resident program ; 
necessary. Contact: Administrator, Kansas City Genera 
Kansas City, Missouri. c 
} PSYCHIATRIST FOR ACUTE INTENSIVE 
service with large turnover to assist in the supe rvision 
and research activities; 
$9, 890. to $11,355 dene on 15% ‘addi- 


Veterans Administra- 


tional pay if Boarded 


WANTED — GENERAL PRACTITIONER, PRIVATE 
ractice, association three man group, new ‘clinic build - 
share latest x-ray and laboratory coaees 
twenty thousand population; 
twenty thousand first year; hun 
boating area. Box 9477 C, % AMA. 
SURGEON WANTED-—-200 BED GM&S HOS- 
pital with Board Certified chief surgeon; 
, and retirement plan; : 


ent on qualifications; U. 8. and state 


nois license; 


3500; graduate class a medical school; 
tioned office; Salary first year; then “percentage. 
9437 C, % AMA. 


PHYSICIAN WANTED 


time appointment at Lemuel Shattuc 
salary $9,061 


physician in 386 
required ; 
experience or Certification. Write: Dire ctor, 


lowa. 


associate with 3 man general group; 
$750 guarantee plus percentage; 


lent gross immediately. Box 
(Continued on page 242) 


9504 Cc, % 


ASSOCIATE TO GENERAL PRACTITIONER — ILLI- 
present associate specializing; no invest- 
ment; town 2000 with rich agricultural trading area of 
new air condi- 


Box | York 3; Staples Press, 


GENERAL PRACTITIONER 


internist to associate as full partner after six months 
livestock 


Salary; very busy new clinic and hospital; 

town 3,000 edge mountains, Western Colorado; $15,000— 
6 weeks vacation yearly. Stuart L. Smith, MD, 
Meeker, Colorado. c 


WANTED—SURGEON; BOARD ELIGIBLE. FOR FULL 
Hospital, starting 
yearty: quarters available. 
‘0: The Sha 


Superintendeort, 
Hospital, 170 Morton Street, Jamaica Plain 30, Massa- 
husett: c 


INTERNIST—CERTIFIED OR QUALIFIED AS STAFF 
bed affiliated hospital; citizenship 

salary range $9,890 to $14,685 depending on 
Professional 
Services, Veterans Administration Hospital; Des Moines, 
Cc 


WANTED — YOUNG GENERAL PRACTITIONER TO 

Sa Jiego area; 

should develop excel- 
AMA. 


J.A.M.A., July 25, 1959 


OOKS RECEI 


Books reccived by Tue JourNaw are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
Tue JouRNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


Cerebral Angiography in the Management of 
Head Trauma. By Charles A. Carton, M.D., Chief, 
Division of Neurosurgery, Montefiore Hospital, 
New York. Publication number 336, American 
Lecture Series, monograph in Bannerstone Division 
of American Lectures in Surgery. Edited by Mi- 
chael E. DeBakey, M.D., Professor of Surgery and 
Chairman of Department of Surgery, Baylor Uni- 
versity, Houston, and R. Glen Spurling, M.D., 
Clinical Professor of Surgery, University of Louis- 
ville, Louisville, Kentucky. Neurosurgery division, 
editor; Barnes Woodhall, M.D., Professor of Neuro- 
surgery, Duke Hospital, Durham, North Carolina. 
Cloth. $7. Pp. 157, with 44 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, 
Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 


1959 


Metals and Engineering in Bone and Joint Sur- 
gery. By Charles Orville Bechtol, M.D., Professor 
of Orthopedic Surgery and Chairman of Orthopedic 
Division, University of California, Los Angeles, 
Albert Barnett Ferguson, Jr., M.D., Silver Professor 
of Orthopedic Surgery, and Chairman of Ortho- 
pedic Department, University of Pittsburgh, Pitts- 
burgh, and Patrick Gowans Laing, M.B., B.S., 
F.R.C.S., Assistant Professor of Orthopedic Sur- 
gery, University of Pittsburgh. Cloth. $8. Pp. 186, 
with 119 illustrations. Williams & Wilkins Com- 
pany, 428 E. Preston St., Baltimore 2, 1959. 


Medical Radiographic Technic. Prepared by 
Technical Service, X-Ray Department, General 
Electric Company, under original editorial super- 
vision of the late Glenn W. Files. Revision by 
William L. Bloom, Jr., John L. Hollenbach, R.T., 
James A. Morgan, R.T., and John B. Thomas, R.T. 
Second edition, ‘Cloth, $11. Pp. 386, with illustra- 
tions. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scien- 
tific Publications, Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., To- 
ronto 2B, 1959. 


Evolution of Nervous Control from Primitive 
Organisms to Man: A Symp Organized by 
the Section of Medical Sciences of the American 


| Association for the Advancement of Science and 


Presented at the New York Meeting on December 
29-30, 1956. Arranged by Bernard B. Brodie and 
Allan D. Bass. Edited by Allan D. Bass. Publica- 
tion no. 52 of American Association for Advance- 
ment of Science. Cloth. $5.75; $5 to A. A. A. S. 
members. Pp. 231, with 61 illustrations, The Asso- 
1515 Massachusetts Ave., N. W., Wash- 


ciation, 
1959. 


ington 5, D. C., 


The Historical Development of Physiological 
Thought: A Symposium Held at the State Univer- 
sity of New York, Downstate Medical Center. Ed- 
ited by Chandler McC. Brooks and Paul F, Crane- 
field. Cloth. $6. Pp. 401, with illustrations. Hafner 
Publishing Company, Inc., 31 E. Tenth St., New 


York 3, 1959. 


Psychiatry in Medical Practice. By W. Lindesay 
Neustatter, M.D., B.Sc., M.R.C.P. Cloth. $8. Pp. 
811. John de Graff, Inc., 31 E, Tenth St., New 
50 Margaret St., London, 


W. 1, England, 1958. 


Les vit s: Le dépistage de leur carence et 
leurs indications thérapeutiques. Par Raoul Lecoq. 
Paper. 4600 francs. Pp. 346, with illustrations, 
Gaston Doin & Cie, 8, place de l’Odéon, Paris 6e, 
France, 1959. 


Speech and Brain-Mechanisms. By Wilder Pen- 
field and Lamar Roberts. Cloth. $6. Pp. 286, with 
illustrations. Princeton University Press, Princeton, 
N. J.; Oxford University Press, Amen House, War- 
wick Sq., London, E. C. 4, England, 1959. 


National Library of Medicine Catalog: A List of 
Works Represented by National Library of Medi- 
cine Cards 1958. Cloth. $17.50 (plus 40 cents 
postage). Pp. 1031. Card Division, Library of Con- 
gress, Washington 25, D. C., 1959. 


(Continued on page 242) 
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more effectively... 


22 were successfully 
treated with Decadron’ 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. 
DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 


@p Merck Sharp & Dohme 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


; { 
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| arthritic patients —~Q00000000000 
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corticosteroids* 
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: in peptic ulcer... 
KEEPS THE MIND 
: OFF THE STOMACH 


... THE STOMACH 
FREE OF PAIN 


: direct antispasmodic action plus control of anxiety and tension 
MILPATH-400 — Yellow, scored tablets of 400 mg. 

as NOW... meprobamate and 25 mg. tridihexethy] chloride 

mS : (formerly supplied as the iodide). Bottle of 50. 

2 Milpath forms 1 tablet vid. at mealtime and 2 at bedtime. 
Z Sor adjus ta bil ity MILPATH-200— Yellow, coated tablets of 200 mg. 


meprobamate and 25 mg. tridihexethyl chloride. 
of dosage Bowe of 50. 


DOSAGE: 1 or 2 tablets t.i.d. at mealtime and 
2 at bedtime. 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N.J. 


isite for emotional adjustment: therap) 
justment: therapy 
for control of 


The Truth About 
Dietary 


Recently a great deal of interest has been aroused 
on the question of a possible etiologic link between the 
ingestion of food fats and pathophysiologic changes 
in certain body tissues. 

Basic research on this problem is being 
carried on throughout the world, the approach rang- 
ing from animal experimentation to biochemistry, to 
ethnological statistics. 

In a number of instances the lay press has 
prematurely reported the findings of one research 
group or another, without the benefit of unbiased com- 
petent evaluation. Some scientific as well as lay 
articles have attempted to correlate inconclusive, 
fragmentary, and conflicting results, frequently lead- 
ing to undesirable confusion. 

The problem, however, is far from settled. 
If final results of this world-wide research establish 
beyond reasonable scientific doubt that fat intake is 
directly related to degenerative disease, accurate in- 
formation should be provided for the profession so 
that in turn the public may be properly enlightened. 


“A large amount of information has been made 
available in recent years relating fats to the 
causation of atherosclerosis, coronary artery 
disease, and other similar diseases. However, 
the data are so incomplete and conflicting that 
it is impossible to draw conclusions which are 
universally acceptable to nutritionists and 
medical authorities.” 


STATEMENT BY NATIONAL RESEARCH COUNCIL 


On the other hand, if conclusive evidence 
points to little or no etiologic relationship between 
fat ingestion and degenerative disease, it will become 
difficult for the scientific world to counteract the 
cumulative effects of misinformation on the public 
mind. 

Furthermore, evidence is accumulating to in- 
dicate that lowering of the plasma cholesterol by 
limitation of dietary fat and by administration of 
unsaturated fatty acids may actually increase the 
deposition of cholesterol in the tissues.! 

The obvious need at present is for basic re- 
search and proper evaluation as well as unprejudiced 
correlation of findings from all quarters, so that the 
medical profession as well as the public may be pro- 
tected from the publicizing of premature and un- 
warranted conclusions. 


1. Kuhl, W. J., Jr., and Cooper, J.: Exchangeable C''-Choles- 
terol Pool Size as an Index of Cholesterol Metabolism: 
Effect of Low Fat and Highly Unsaturated Fat Diets, Proc. 
Cen. Soc. Clin. Res., J. Lab. & Clin. Med. 52:919 
(Dec.) 1958. 


“Until it is clearer which fats are more de- 
sirable nutritionally and which, if any, are 
undesirable — major changes in American die- 
tary habits are not to be recommended.” 


The Role of Dietary Fat in Human Health: National 
Academy of Sciences—National Research Council, 
Washington, D. C., Publication 575, 1958. 


American 
Main Office, Chicago... Members Throughout the United States 


Meat Institute 
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meprobamate 
continuous 
release 
capsules 


Evenly sustain relaxation of mind and muscle round the clock 


TABLET THERAPY 


i 


MEPROSPAN THERAPY 


TABLET THERAPY 
\ 


12 A. MY 4AM. 


} 
8} TWO MEPROSPAN CAPSULES IN THE MORNING Pu TWO MEPROSPAN CAPSULES AT BEDTIME 
RELIEVE ANXIETY, TENSION AND SKELETAL MUS. 1 F PROVIDE UNINTERRUPTED SLEEP THROUGH- 
CLE SPASM THROUGHOUT THE DAY t OUT THE NIGHT 


Meprospan 


MILTOWN® IN CONTINUOUS RELEASE CAPSULES 


# maintains constant level of relaxation 
=» minimal side effects 
» simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 


Supplied: Bottles of 30 capsules. 
Each capsule contains: 
Meprobamate ( Wallace) ....200 mg. 


dicarbamate 


Literature and samples on request. 


)°WALLACE LABORATORIES, New Brunswick, N. J. 
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For extra low-calorie 
nutrients to help 
patients stay with a 
weight-control diet... 


New se/f-enriched Carnation Instant 


25% more protein, calcium, B-vitamins, 
richer flavor than ordinary nonfat milk 


Simple fatigue can discourage patients from The patient simply adds 25% more crystals 
staying with weight-control diet. A bonus of when mixing. Dissolves instantly in ice-cold 
sustaining, low-calorie nutrients can be helpful. _ water, ready to enjoy. 

New Carnation Instant can provide such aid. The chart below shows how this more delicious 
This new fresh flavor crystal-form nonfat milk nonfat milk makes significant contributions, 
can be self-enriched —to provide 25% more pro- even to the liberal Recommended Daily Dietary 
tein, calcium and B-vitamins than ordinary non- Allowances of the National Research Council 
fat milk—and far richer flavor. (1958 Revision ). 


Protein Calcium 
(Grams) (Grams 
Men 70.0 ‘8 1.8 1.6-1.3 
Women 58.0 8 1.5 1.2-1.0 


NRC Allowances, Ages 25 to 65 


Provided by 1 Qt. 25% 
self-enriched Carnation Instant 


41.3 40 


25% self-enriched Carnation Instant 
Simply add 1 tablespoon extra Carnation Instant 
per glass, or 1/3 cup extra Carnation Instant 

per quart, over regular package directions. 
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To Insure Prompt, 
Effective Bowel Evacuation 


Dulcolax 


Dulcolax — in either tablet or 
suppository form — insures 
gentle ive bowel 
evacuation. 


Works exclusively by contact — 
not by 
ts on the large bowel alone. 


7\s equally effective whether 
ministered orally or by sup- 
pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or ‘& hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative 


Ardsley, New York 
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TUNA 


Cholly Knickerbocker repeats a story that has 
tickled New Yorkers for years. 

It must be understood that to a Manhattanite 
there is still a strong social distinction between the 
“right” and “wrong” side of his island. 

One day a very pompous pillar of society received 
a telephone call from the police informing him his 
son had just been picked up in a gambling house 
on the West Side. 

There was a long pause as the shocked millionaire 
let this information sink in. Then he said, 

“I just can’t believe it! How did my son happen 
to be on the West Side?” 

Advertisement in a Los Angeles newspaper: 

“For sale, used television set, perfect condition. 
Owner was little old lady who watched only Law- 
rence Welk.” 

A worker in the department of internal revenue 
reports this perfect example of feminine logic: 

Under deductions, a top fashion model wrote: 
“Property improvement—reducing treatments $250.” 

. 

The relatives of the recently deceased millionaire 
were seated in his office as the will was being read. 

At each mention of a name, the tension became 
more pronounced. However, now the lawyer had 
about reached the end. 

“And, finally,” he read, “to my nephew, Alfred 
Willoughby, whom I promised to remember—Hello 
there, Alfred!” 

We just heard about a member of the Smith- 
sonian Institution who was advised about an attrac- 
tive inn where he might retire for a few days of 
much needed rest. 

Accordingly he wrote on institution stationery, 
asking for reservations for the coming week. An 
immediate reply followed, stating that there was no 
room to be had. 

In return, the official wrote asking when some- 
thing would be available. Back came a somewhat 
embarrassed answer from the hotel manager: 

“Dear Mr.————: Since it is our desire to provide 
the maximum rest and relaxation for our guests, it 
has been our firm policy to refrain from accepting 
persons from institutions.” 


by E. K. H. 


Accurate report from a night club press agent: 
“The crowd was filled to capacity.” 
e 
“My dearest,” breathed King Solomon, looking 
tenderly into his bride’s eyes, “there is no question 
about it. You are one woman in a thousand!” 


Of all the stories told about the late Justice 
Oliver Wendell Holmes, one of the nicest concerns 
his walking along the beach one day and stopping 
to chat with a small girl playing in the sand. Soon 
the child slipped her hand into his, and they walked 
along together. At last the girl stopped. 

“It’s late. I have to go home now,” she said. 

“All right, my dear,” said Holmes with a warm 
smile. “And if your mother asks where you've been, 
you can tell her you’ve been walking with Oliver 
Wendell Holmes.” 

“Thank you,” said the little girl politely. “And if 
your family asks where you've been, you tell them 
you've been walking with Alice Ann Seitz.” 


“I have only seen your disease before in a hippopotamus.” 
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and there’s a 


BIRUGET SIDE 


for your patients, too! 


“He used to lie there and mope. Now he likes to see people!” 


DEXA MYL°® Spansule® capsules - Tablets + Elixir 


brand of dextro amphetamine and amobarbital 


‘Dexamyl’ brightens mood in the convalescent patient—helps speed him on the way to recovery. 


WG) SMITH KLINE & FRENCH LABORATORIES, PHILADELPHIA 
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for routine cleansing... . 
and a clear 
proctoscopic field’ 


Unit 


“Proctoscopies are included in our rou- 
tine physicals. Of 100€ cases, prepared 
with FLEET ENEMA Disposable 
Unit, only one did not present a clear 
field.” 


FLEET ENEMA Disposable Unit may _ 
be office-2dministered. The two-inch, 
anatomically correct, pre-lubricated 
rectal tube guards against possible in- 
juries resulting from a longer tube.’ 
Each ready-to-use 4 fl. oz. unit con- 
tains, per 100 cc, 16 Gm. sodium 
biphosphate and 6 Gm. sodium phos- 
phate... Pediatric Size 2% fi. oz. 


Also gentle, prompt, thorough . 
PHOSPHO ®SODA (Fleet), a saline 
laxative of choice. Contains, per 100 
cc, 48 Gm. sodium biphosphate, 18 
Gm. sodium phosphate. 


Cc. B. FLEET COMPANY, ING., Lynchburg, Virginia 


References: J, P., Post- WN. Y. C., 10/1/58.) 3. Frech, H. G. 
Med., 24:123, 2. Bisney. and Lanier, L. R.. Am. Ji, Obst. & 
4s (Paper to ¥. ed. Soc. Gyn. 74: 146, 1957. 
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a significant medical advance 
for peripheral vascular disorders 


CYCLOSPASMOL 


Cyclandelate (3,5,5-Trimethylcyclohexyl Mandelate), 


ives-Cameron; Patent No. 2,707,193 
e Orally effective 
e Clinically proved 
e Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treatment for 
peripheral vascular diseases—vasospastic and occlusive. By its direct 
action on vascular musculature, CYCLOSPASMOL causes vasodilata- 
tion. It, therefore, promotes optimal tissue response and healing. 

“The criteria of success were not only the clinical course, but 
also objective symptoms, such as claudication time, healing of 
extensive gangrenous lesions, and skin temperature.’”! 


Ulceration of three months’ duration, After three weeks’ treatment with After six weeks’ treatment with Cy- 
refractory to cod-liver oil ointment CYCLOSPASMOL and topical antibac- CLOSPASMOL 
and antiseptic compresses terial agent 


For control of intermittent claudication in: 


Arteriosclerosis obliterans 
Raynaud’s disease 
Buerger’s disease (thromboangiitis obliterans) 


Also indicated in: 
Uleerations—diabetic, trophic 
Circulatory impairment in feet, legs and hands 


IVG SUPPLIED: Tablets, 100 mg., bottles of 100. 


IVES-CAMERON Comprehensive literature on request 


COMPANY REFERENCE: 1. Van Wijk, T.W.: Angiology 4:108, 1953. Brs.iocrapny: 1. Gillhespy, R.O.: Brit, 
M. J. 2:1543, 1957. 2. Gillhespy, R.O.: Angiology 7:27, 1956. 3. Winsor, T.: Angiology 4:134, 1953, 


Philadelphia 1, Pa. 4. Reeder, J.J.: Geneesk. gids. 31:370, 1953. 5. Kappert, A.: Schweiz. med. Wehnschr. 85:237, 1955, 
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CARBRITAL 


pentobarbital sodium and carbromal « 
in Kapseals® and Elixir form 


CAN 


- 
: 


er* 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 


70459 
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Two MEPROTABS before retiring 
e insure restful, uninterrupted sleep 
e insure alert awakening 
e insure a tranquil mind and relaxed body 


MEPROTABS are 400 mg. meprobamate tablets, coated, white, and 
unmarked, to make name and type of medication unidentifiable to your 
patient. Meprotabs are pleasant tasting and easy to swallow. 


contains the original meprobamate, discovered and introduced by 


WALLACE LABORATORIES, New Brunswiek, N.J. 
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first report on a new and significant antidepressant 


a new, rapidly effective office treatment for depression 


clinical response: depressed patients usually respond with 
an elevation of mood within a few days. Self-deprecatory 
feelings, sadness and ruminative thinking rapidly subside. 
Remission generally occurs within 2 to 6 weeks. Depression 
is lifted without the overstimulation encountered with 
amphetamines. Clinical trials since 1957 have revealed 
no toxic effects on blood, liver or kidneys. Side effects are 
occasional, mild and transient. 

Sainz! reported that, of his series of 122 patients with 
depressions, over 80 per cent had complete relief of their 
symptomatology following Nardil therapy. “Maximum 
improvement was always noticed not later than five weeks 
after the onset of therapy.” 

Thal,? as a result of his experience with Nardil in 180 
patients, pointed out that 80 per cent of patients with 
depressions were discharged from the hospital within 60 to 
90 days following treatment with Nardil. 


no liver toxicity to date in over 1,000 cases 

Nardil has a preferential distribution to the brain—not the 
liver. Sainz! found that Nardil, in 122 depressed patients, 
was well tolerated “... because no hepatic, hemopoietic or 
central nervous system parenchymatous damage (had) 
occurred or been foreshadowed.” Neither Thal? in 180 
patients, nor Saunders,’ saw any toxic effects after careful 
analysis of liver function tests and blood studies. 


indications: Nardil is indicated for the office treatment of 
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depressed patients who are sad, worried, sleepless, anxious; 
who can’t eat, are guilt-ridden, unkempt; who feel useless 
and who have gloomy, ruminative thoughts. True (endog- 
enous) depression, affective or organic. 


side effects: The occasional side effects which have been 
reported include postural hypotension, with the expected 
associated signs, transient impotence, nausea, ankle edema, 
delayed micturition and constipation. These can be ade- 
quately managed by appropriate adjunctive therapy or will 
abate as dosage is reduced to the maintenance level. 


caution: Even though no toxic effects on the liver have 
been reported with the use of Nardil, as a matter of caution, 
patients should be carefully followed with liver profile 
studies and the drug should be withheld or used with 
extreme care where the patient has a history of liver dis- 
ease or where liver damage is present. Also, hypotensive 
patients should be under close medical supervision. 


supply: Bottles of 100 orange-coated tablets, each con- 
taining 15 mg. phenylethylhydrazine present as the dihy- 
drogen sulfate. 


references: 1. Sainz, A.: The Phrenopraxic Activity of a Non-noxious 
Antidepressant, Ann. New York Acad. Sc. (in press) 1959. 2. Thal, N.: 
Cumulative Index of Antidepressant Medications, Dis. Nerv. System 20:197 
(May) 1959. 3. Saunders, J. C.; Roukema, R. W.; Kline, N. S., and Bailey, 
S. d’A.: Clinical Results with Phenelzine, Am. J. Psychiat. (in press) 1959. 
4. Report of Clinical Trials with Nardil in 800 Patients. Warner-Chilcott 
Department of Clinical Investigation, 1959. 


dosage: 
Recommended starting dose is 

one 15 mg. tablet three times a day. 

After maximum benefit is 
achieved, usually over a period of 

several weeks, the dosage is 

reduced slowly to a maintenance level 

depending upon individual needs 
and may be as low as 15 mg. daily. 


restores the depressed and despondent patient” 


brand of phenelzine dihydrogen sulfate 
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m® “Deformity in rheumatoid arthritis 
develops in two stages. The most 
obvious is joint destruction. 


But even earlier... 


muscle spasm...has insidiously 


started to lead to deformity.” a 


in rheumatoid arthritis... 


PARAFON 


with PREDNISOLONE 


provides spasmolytic, 


anti-inflammatory, and 
analgesic action 


dosage: One to two tablets three or four times a day. 
supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains PARAFLEX® Chlorzoxazonet 
125 mg.; TyLENoL® Acetaminophen 300 mg.; and 
Prednisolone 1.0 mg. 
precautions: The precautions and contraindications 
that apply to all steroids should be kept in mind 
when prescribing PARAFON WITH PREDNISOLONE. 


1. Swanson, J. N.: Canad. M. A, J. 79:638 (Oct. 15) 1958. 


McNeE Lasoratori&s, Inc PHILADELPHIA 32, Pa, 


mm *Trade-mark 7U.S. Patent Pending 265459 
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SPECIALTY JOURNALS 


_ PUBLISHED MONTHLY BY THE AMERICAN MEDICAL ASSOCIATION 
TO HELP YOU KEEP ABREAST OF: 


| New developments in your field 
Important research 


>} Significant analysis, summary, news and comment 


Effective with the July, 1959 issue, the 
A.M.A. Archives of Neurology and Psychi- 
atry is being divided into two publications: 
A.M.A. Archives of Neurology and A.M.A. 
Archives of General Psychiatry. 


This division has been prompted by the 
demand of both neurologists and psychia- 
trists for more text pages; by the realization 
it is necessary to recognize neurology and 
psychiatry as distinct clinical specialties. 


Each publication will be edited by a staff 


of outstanding authorities in its field. Head- 
ing the staff of the A.M.A. Archives of Neu- 
rology will be Harold G. Wolff, M.D., Anne 
Parrish Titzell, Professor of Medicine (Neu- 
rology) and Associate Professor of Psychia- 
try, Cornell University Medical College, 
New York. 


Chief Editor of the A.M.A. Archives of 
General Psychiatry will be Roy R. Grinker, 
M.D., Clinical Professor of Psychiatry, 
University of Illinois College of Medicine, 
Chicago, Illinois. 


In these publications, and all the A.M.A. Specialty Journals, you will find the 
latest medical findings by outstanding authorities in the field . . . valuable to 
the specialist and the general practitioner as well. Subscribe now to these 
specialty journals,using the convenient form below. 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn ¢ Chicago 10, Illinois 


Please enter my subscription to the specialty journal checked CHECK 
JOURNALS 


at right. Start my subscription with the next issue. 
Remittance for [) one year [ two years is enclosed. 


NAME 


WANTED 


ADDRESS 


CITY. 


1 YEAR 
U.S.A. & 
Possessions Canada 
APO's 


Arch. Neurology 
Arch, General Psychiatry. 


Arch. Industrial Health. . 
Arch. Internal Medicine. . 


RATE 


Outside 
U.S.A. & 
Possessions 
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0D A.M.A, $14.00 $14.50 $15.50 
A.M.A. 14.00 14.50 15.50 
(0 A.M.A, Arch. Dermatology...... 12.00 12.50 13.50 
A.M.A, 10.00 10.50 11,50 
A.M.A. Arch, Surgery.......... 14,00 14.50 15.50 
A.M.A, Arch. Pathology........ 10.00 10.50 11.50 
A.M.A, Arch. Ophthalmology ... 12.00 12.50 13.50 
(C0 A.M.A. Arch. Otolaryngology... 14.00 14.50 15.50 


REFER TO 
™ 


\ 


PAGE 667 


Now also available . 


1. Smith, J. M.: Lederle Bull. 
Symposium Report, 1:1, 1958. 
2. Bellet, S., Finkelstein, D., and 
Gilmore, H.: A.M.A. Archives 
internal Med. 100:750, 1957. 

* U. S. Patent 2,895,881 


in atrial fibrillation 


suitable for conversion 


“drug of choice 


is quinidine” 


QUINAGLUTE 
DURA-TAB 


the only oral Sustained Medication* quinidine gluconate, 5 gr. 


is a quinidine of choice’ 
in all CARDIAC ARRHYTHMIAS 


premature contractions, auricular tachycardia, flutter, fibrillation 


© b.i.d. dosage — each dose of Quinaglute 
Dura-Tab S.M. maintains uniform plasma 


levels up to 12 hours. 


® no night dose needed. 


© quinidine gluconate is more soluble, better 
absorbed and tolerated than quinidine sulfate. 


Dosage: For conversion of auricular fibrillation to nor- 
mal sinus rhythm, in most cases, 2 Quinaglute Dura- 
Tab S.M. tablets 3 to 4 times a day, for 2 to 3 days. 


For maintenance 1 to 2 tablets every 10 to 12 hours. 


Supplied: Bottles of 30, 100 and 250. 


samples, reprint and detailed literature. 


WYNN PHARMACAL corporation 


5119 West Stiles Street, Philadelphia 31, Pa. 


. INJECTABLE QUINAGLUTE® 


ec ce. c. multiple dose vials, 0. 08 Gm. Quinidine Gluconate per cc. 


WANTED—GENERAL PRACTITIONER; KANSAS; TO 
associate with Board Certified surgeon; 
$12,000; 
mediately ; 


tist, and certified radiologist. Box 9312 C, % AMA. for prosperous small town practice in California; well 

coutpest, attractive office; good salary Ist year with 

PEDIATRICIAN OR GENERAL PRACTITIONER FOR later if Sutually satisfactory. Box 
group of ten including specialists, having own labora- MA. 


tory, 


Clinic, 


OBSTETRICIAN-GY NECOLOGIST 

Board Eligible; nine partner group with one other ob- 
and gynecologist; college town of 15,000 in 
generous salary with early part- 
Contact: H. B. Cope, MD, Lenont-DPeterson 
Virginia, Minnesota. Cc 


stetrician 
northern Minnesota ; 
nership. 
Clinie, 


WANTED 
municipal laboratory serving New 
330 bed general hospital; 
excellent technical 
should be licensed in New York 
Reply: Box 9505 C, % AM 


WANTED — FULL TIME INDUSTRIAL PHYSICIAN 
: good salary and 


direct 


city of 80,000 and 
liberal retirement program; 


open; 


staff and equipment; 
State. 


for transportation compan 


x-ray 
regarded group engaging in some 
growing practice in growing northwest city 
1119 A Street, Tacoma, Washington. 


(Continued from page 224) 


no investment; town 4000; 


BOARD CERTIFIED PATHOLOG IST. TO 


y 
working conditions. Address: Box 9405 C, 


salary Ist year 
percentage or partnership if desired ; open im- 

large drawing 
area; approved 100 bed hospital with full time anesthe- 


and physical therapy department; 
prepaid medicine; 


— CERTIFIED OR 


Albuquerque, New Mexico, 


highly 


beac practitioner for town of 1000, drawing area 


full particulars Ist letter. Box 9485 C, % A 


physicians 


California, and 610 S$ 
geles 14, California. 
State 


salary WANTED — MAN TO ASSOCIATE WITH BOARD 


Certified surgeon and general practitioner; 


to: Box 9508 C, % AMA. 


(Continued on page 244) 


OTOLARYNGOLOGIST NEEDED BY LARGE SOUTH- 
western clinic group; Board Certified or Eligible 
join two man department; rapidly expanding clinic in 
city of 175,090. Contact: H. A. Reid, Lovelace ne. 


GENERAL PRACTITIONER — ASSOCIATE WANTED 


WANTED — WELL QUALIFIED YOUNG GENER AL 


southeast New York; 40 bed fully equipped hospital 
available; very agreeable offer can be arranged; p 
MA. 


and h and medical proper- 
ties for sale. 766 “east Colorado Street, Pasadena, 
Broadway Street, Los An- 
c 


clinic; no investment needed; $12,000 start; permanent 
associate desired; no objections to recent interne. W 


J.A.M.A., July 25, 1959 
(Books Received Continued) 


Freedom From Fear. By Lester L. Coleman, M.D. 
[Second edition.] Cloth. $4.95. Pp. 293. Hawthom 
Books, Inc., 70 Fifth Ave., New York 11; Mc- 
Lelland & Stewart, Ltd., 25 "Hollinger Rd., Toron- 
to 16, Canada, 1959. 


Surgery of the Colon. By E. S. R. Hughes. Cloth. 
$12.50. Pp. 416, with 235 illustrations. Williams 
& Wilkins Company, 428 E. Preston St., Baltimore 
2; E. & S. Livingstone, Ltd., 16 & 17 Teviot | 
Edinburgh 1, Scotland, 1959. 


The Great Pulse: Japanese Midwifery and Ob- 
stetrics through the Ages. By Mary W. Standlee. 
Cloth. $4.50. Pp. 192, with 58 illustrations. Charles 
E. Tuttle Company, Rutland, Vt.; 15 Edogawa- 
cho, Bunkyo-ku, Tokyo, Japan, 1959. 


Haffkine Institute Diamond Jubilee 1899-1959. 
Souvenir. Boards. Pp. 140, with illustrations. Pub- 
lished by Dr. N. K. Dutta on behalf of Haffkine 
Institute Diamond Jubilee Celebrations Committee, 
Bombay 12, India, [1959]. 


Bocio endémico en Panamé: Un problema na- 
cional. Ensayo de geografia médica. Por Jose M. 
Reverte. Segundo premio: Concurso Miro 1956. 
Paper. Pp. 260, with illustrations. Ministerio de 
educacién, Panama, Republica de Panama, 1958. 


Aortic Valvular Diseases Studied by Percu- 
taneous Thoracic Aortography. By Per Gdman and 
Jan Philipson. Acta. radiol., supp. 172. Paper. 25 
Swedish kronor. Pp. 59, with 21 illustrations. Acta 
radiologica, Box 2052, Stockholm 2, Sweden, 1958. 


Give Us the Tools. By Henry Viscardi, Jr. Intro- 
duction by Eleanor Roosevelt. Cloth. $3.95. Pp. 
266. Taplinger Publishing Company, Inc., 119 W. 
57th St., New York 19; Burns & MacEachern, 12 
Grenville St., Toronto 5, Canada, 1959. 


Notes of a Soviet Doctor. By G. S. Pondoev. 
Cloth. $4.95. Pp. 238. Consultants Bureau, Inc., 
227 W. 17th St., New York 11; Chapman & Hall, 
Ltd., 37-39 Essex St., Strand, London, W. C. 2, 
England, 1959. 


Squint and Allied Conditions. By George P. 
Guibor, M.D., D.D.S. Cloth. $11.50. Pp. 356, with 
103 illustrations. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16; 15/16 Queen St., 
Mayfair, London, W. 1, 1959. 


Psychodrama. Second Volume: Foundations of 
Psychotherapy. By J. L. Moreno, M.D. In collabo- 
ration with Z. T. Moreno. Cloth. $7.75. Pp. 238, 
with illustrations. Beacon House, Inc., P. O. Box 
311, Beacon, N. Y., 1959. 


Case Histories in Hypnotherapy. By Amold Furst 
and Lester T. Kashiwa, M.D. Cloth. $10. Pp. 163. 
Genii Publishing Company, Los Angeles; AAA 
Publishing Company, 345 “I” St. at Court, San 
Bernardino, Calif., 1959. 


A Doctor Remembers. By Edward H. Richard- 
son, M.D. Cloth. $3.95. Pp. 252, with illustrations. 
Vantage Press, Inc., 120 W. 31st St., New York 
1, 1959. 


Navy Surgeon. By Herbert Lamont Pugh. Cloth. 
$5. Pp. 459, with illustrations. J. B. Lippincott 
Company, E. Washington Sq., Philadelphia 5, 
1959. 


Concise Dictionary of Science: Physics—Mathe- 
matics — Nucleonics — Astronomy — Chemistry. By 
Frank Gaynor. Cloth. $10. Pp. 546. Philosophical 
Library, Inc., 15 E. 40th St., New York 16, 1959. 


The Challenge of Science Education. Edited by 
Joseph S. Roucek, Cloth. $10. Pp. 491. Philosophi- 
eal Library, Inc., 15 E, 40th St., New York 16, 
1959. 


La sindrome emorragica delle malattie epato- 
biliari. Di Giulio Facchini e Adolfo Garagnani. 
Boards. 5000 lire. Pp. 517, with illustrations. L. 
Cappelli, via Farini, 6, Bologna, Italy, n 


Methods of Analytical Histology and Histo- 
Chemistry. By Edward Gurr, F.R.I.C., F.L.S., 
M.1.Biol. Cloth. $13. Pp. 327. Williams & Wilkins 
Company, 428 E. Preston St., Baltimore 2, 1959. 


The Nursing and Management of Skin Diseases. 
By D. S. Wilkinson, M.D., M.R.C.P. Cloth. $5.75. 
Pp. 288, with 47 illustrations The Macmillan Com- 
pany, 60 Fifth Ave., New York 11, 1958. 
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for 


skin 


| Kenalog, Spectrocin and Mycostatin in Plastibase Lg 


ointment 


antipruritic /anti-inflammatory /antibacterial / antifungal 


Mycolog Ointment — containing a new superior topical corticoid Kenalog — re- 
duces inflammation,?* relieves itching,*? and combats or prevents bacterial, 
monilial and mixed infections.*’ It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients . . . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.’ 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 

triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective " 

relief of itching, burning and inflammation** — neomycin and gramicidin for power- Cleared in 20 days 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 

albicans infections.** 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triam. 
cinolone acetonide, 2.5 mg. neomycin base, 0.25 mg. gramicidin, and 100,000 units nystatin in prastipase. 
References: 1. Shelmire, J.B., Jr.: Monographs on Therapy 3:164 (Nov.) 1958.+ 2. Nix, T.E., Jr., and Derbes, V.J.: 
Monographs on Therapy 3:123 (Nov.) 1958. + 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 (July) 
1958. - 4. Sternberg, T.H.: Newcomer, V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. + 5. 
Clark, R.F., and Hallett, J.J.: Monographs on Therapy, 3:153 (Nov.) 1958. + 6. Smith J.G., Jr.; Zawisza, R.J., and 
Blank, H.: Monographs on Therapy, 3:111 (Nov.) 1958. - 7. Monographs on Therapy, 3:137 (Nov.) 1958. - 8. 
Howell, C.M., Jr.: North Carolina M.J. 19:449 (Oct.) 1958. - 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. 
And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7¥% cc. 
plastic squeeze bottles. Each cc. supplies 1.0 mg. (0.1%) triamcinolone acetonide, 2.5 mg. neomycin base and 
0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Lotion, 0.1%—15cc. plastic squeeze 7 Pee oe 
bottles. Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes. 


Squibb Quality — the Priceless Ingredient 
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(Continued from page 242) 


WONDERFUL WISCONSIN 


Where working and living is a 
pleasure for all the family 
POSITIONS AVAILABLE 
F 


or 
PSYCHIATRISTS 
And 
PHYSICIANS 
Wisconsin Psychiatric Hospitals 
Salaries: 
$ 9,324-$12,504 
$10,104-$18,684 


CONTACT: Leslie A. Osborn, M.D., Director, 
Division of Mental Hygiene, 1552 University 
Avenue, Madison 5, Wisconsin 


NEUROSURGEON WANTED — BOARD OR BOARD 
Eligible for association with neurosurgeon and neurolo- 
gist; medical school affiliation; research opportunities ; 
salary commensurate with experience bonus; insurance; 
costal Box 9496 C, AMA. 


WANTED--YOUNG GENERAL PRACTITIONER AP- 
proved industrial hospital and clinic; financial remun- 
eration excellent; salary plus extras; please give perti- 
nent information in first letter, Box 1296, Miami, aad 
zona 


PATHOLOGIST BOARD CERTIFIED FULL TIME 
director of clinical and pathological laboratory; fully 
approved; present hospital 225 beds; new hospital 367 
heds to be completed in 1961, Contact: Administrator, 
St. Agnes Hospital, Baltimore, Maryland Cc 


CERTIFIED PSYCHIATRIST—-SALARY TO $22,800, AS 
director of outpatient department; also chief of service 
or assistant director of research and education; same 
salary. Write: W. C. Brinegar, MD, Superintendent, 
Mental Health Institute+, Cherokee, Lowa. c 


ANESTIHESIOLOGIST—BOARD ELIGIBLE; GRADU- 
ate of approved medical to join established group 
practicing in a large private hospital; ideal working 
conditions and new hospital facilities; midwest. Box 
1458 C, % AMA 


WANTED EXPERIENCED GP; OBSTETRICIAN- 
gynecologist, ENT and pediatrician to share group 
practice in new modern clinic; Puget Sound area; es- 
tablished practice 19 years; basic science and Wash- 


ington State license necessary. Box 9453 C, % AMA. 

NEED GENERAL SURGEON, PEDIATRICIAN, GEN- 
eral practitioner, by group in northern New England, 
modern clinic and hospital facilities; unusual commu- 
nity with fine schools, churches, recreational activities. 
Box 9407 C, % AMA. 


WELL TRAINED CARDIOLOGIST HAVING INTER- 
est and some training with techniques in angiography 
and catherization; should be willing to do some general 
internal medicine as well as cardiovascular disease; 

% AMA. 


send full credentials, Box 9396 Cc 


PEDIATRICIAN WANTED—ESTABLISHED 14 MAN 
roup in Indiana needs second man in department; 
oard Qualified or Eligible; ‘| salary $15,000; 
with well trained men. Box 


UROLOGIST-COGNIZANT OF DISADVANTAGES OF | 
solo practice; to join two man urological partnership | 
in southern California; salary to start; association later | 
if personalities prove “compatible, Write, giving back- 
ground and salary expected, to: Box 9413 C, % AMA. 


GENERAL PRACTITIONER NEEDED TO REPLACE | 
physician leaving to specialize; no other physician in | 
town; open staff hospital; can operate as qualified; ex- | 
cellent opportunity; eastern oti available August 1; 
will introduce. Box 9425 MA. 


ANTED — YOUNG NEUROSURGEON; MUST BE 
Board Eligible for excellent position in new neurosur- 
ciinic in northern California; position available 
ry A 1, 1959. Write for details to: Box 8160 C, % | 


WANTED GENERAL PRACTITIONER FOR FULL 
time association with general practice medical group; | 
excellent future; southwest side Chicago. Box 9445 C, | 


PSYCHIATRIST—-$19,000 FIRST YEAR; NO LIMIT TO | 
increase if willing to work; interest in analytically- 
oriented 7 apy; large Montana town. Box | 
9495 C, % AMA 


PHYSICIANS 
ADMINISTRATIVE POSITIONS 


International chemical and pharmaceuti- 
cal manufacturer has unusual opportuni- 
ties for physicians who are interested 
in combining medical background with 
administrative responsibilities; openings 
would utilize medical training and ex- 
perience on a broad scientific level with 
advancement directed toward business 
management positions. Write full details 
including salary desired to: 


Box 7917 C, c/o AMA. 


Proved 
VIRAC® REX 
WELL-TOLERATED 


| 


BROAD SPECTRUM MICROBIOCIDE 
Brand of Undecoylium Chloride-iodine 
NON-SENSITIZING NON-STAINING 


Virac Rex is an iodine complex with 
the powerful penetrating action of a 
quaternary. It has proven highly ef- 
fective in a wide range of infectious 
conditions. 
References 

* Krippaehne, et al, Clinical Trial of a New Cationic 
lodophore as a Topical Germicide, Western Jr. 
oo Ob. Gy., Vol. #67, March-April 1959, Pages 


Frisch, et al, Skin Degerming Agents With Special 
Reference To A New Cationic lodophore, S.G.0., 
Vol. #107, #4, Oct. 1958, Pages 442-446. 
Harris, et al, The Adaptation of Virac, A New lodo- 
phore, To Clinical Use, A.M.A. Arch. of Oph., Vol. 
60, Aug. 1958, Pages 206-214. 

Lawrence, The Effects Of Disinfectants On Anti- 
biotic Resistant And Antibiotic Sensitive Strains Of 
Micrococcus Pyogenes, Var. Aureus, S.G.0., Vol. 
#107, #6, Dec. 1958, Pages 679-684. 


Available through physicians’ supply houses 


RUSON LABORATORIES, Inc. 


PORTLAND 2, OREGON 


NOW... mepco COMBINES THE 
SIMPLICITY OF MODEL 50... AND 
THE UTILITY OF MODEL 50B... 
IN THE 


MODEL 


Provides electrical 
muscle stimulation, 
an adjunct therapy 
for sprains, strains, 
dislocations, other 
trauma of the mus- 
cle and 
skeletal 
system. 


$2950 
FREE TRIAL OFFER 


Medco Products Co. BE 
Mail Address: P. O. Box 3275-M } 
3603 E. Admiral Pl. + Tulso, Oklahoma 


( Please send Pod Placement Color Chart. 

(CO Please send MEDCOLATOR Model K with Recipro- 
cal Stimulation for 30 day FREE trial. 

C Please send descriptive literature on MEDCOLATOR 
Model K. 


NAME 


ADDRESS. 


CITY. STATE. 
Serving the Profession Since 1932 


J.A.M.A., July 25, 1959 


WANTED — ENT MAN; ESTABLISHED GROUP IN 
indiana; Board qualified or Eligible; salary open; ex- 
cellent future practicing with well trained men.’ Box 
9506 C, % AMA. 


GENERAL SURGEON—YOUNG, AMBITIOUS; FOR 5 
man group; large midwestern city; salary first year 
then percentage ; must, be reo to help some general 
practice. Box 8270 C, % AMA 


ASSOCIATE OPHTHALMOLOGIST WANTED—BOARD 
Certified or Eligible; private practice Detroit; age 
detailed qualifications in first letter. Box 9353 CC, % 
AMA. 


TWO GENERAL PRACTITIONERS AN Il 
man group in Indiana consisting of 7 GP's, ae 
surgeons, | internist, and | urologist; Se a! t year; 
$18,000 2nd year. Write: Box 9400 C, 


WANTED DIRECTOR OF MEDICAL EDUCATION, 
St. Vincent Hospital, Erie, Pennsylvania; 427 adult 
beds; 65 bassinets; salary to be based on experience; 
applications will be received until September 1, 1959. C 


by expandin sear to penteety town of 25,000; early 
ar, ip ‘i to $16,000 first year. Box 7100 C, 


SPECIALISTS WANTED PEDIATRICIAN AND IN- 
ternist for three doctor clinic and hospital located 
Texas Gulf Coast; pay salary or percentage. Box 9470 
C, % AMA. 


WANTED FULL TIME ASSOCIATE IN OTOLARYN- 
gology; 321 bed general teaching hospital and large 
private diagnostic clinic in middle Atlantic section 
Write: Box 9448 C, % AMA. 


ANESTHESIOLOGIST—BOARD CERTIFIED OR ELI- 
gidte: to join group in private practice in large New 
ngland hospital; state. when and qualifications in 
first letter. Box 9430 C, MA. 


SURGEON—BOARD ELIGIBLE OR CERTIFIED; UL- 
tra-modern general hospital; three diplomates on the 
staff; quarters available; Manager, Veterans Adimin- 
istration Hospital, Miles City, Montana. Cc 


GENERAL PRACTITIONER—TO JOIN HIGH QUAL- 
ity medical group in city o ; no er a: 
ample fringe benefits; starting net income, $15,000 
Fairmont Clinic, Fairmont, West Virginia. 


ELEVEN MAN MID IOWA GROUP NEEDS SEC OND 
early partnership. Write 


Box 8057 ¢ oo AMA. 


PHYSICIANS PLACEMENT SERVICE 
The A. M. A. offers placement assistance 
through the Physicians Placement Service, 
Council on Medical Service, 535 N. Dearborn, 
Chieago 10. This service is for the use of 
physicians seeking a location, as well as phy- 
sicians seeking an assistant or associate. 


INTERNS AND RESIDENTS WANTED 


The x signifies a hospital approved for internships 
and the + approved for residencies in specialtics 
by the Council on Medical Education and Hospitals 

the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


| PEDIATRIC RESIDENCY—800 BED; COUNTY GEN- 
eral hospital affiliation with children’s hospital; all new 
pediatric facilities open in six months; training super- 
vised by full time pediatric specialist; plentiful mod- 
erately priced housing; complete single ‘maintenance $75 
in pleasant, growing community adjacent to Sierras and 
three national parks; excellent opportunity for local 
practice; generous benefits include meg free family 
medical care; omneny: $3,600 first y $3,900 second 
year; requires California license tligibility. Contact: 
Medical Director, Fresno County Hospital, Fresno, 
California. 


RESIDENCIES—-MENNINGER SCHOOL OF PSYCHI- 
atry; approved three year program; balanced clinical 
and didactic training including psychotherapy and 
somatic therapies, outpatient and child psychiatry; at 
VA, State and Menninger Hospitals; affiliated with 
Topeka Institute for Vsychoanalysis; five year appoint- 
ments combining residency and staff experience for 
Board Eligibility available at staff salaries. Write: 
Registrar, Menninger School of Psychiatry, Topeka, 

cansas. 


| RADIOLOG Y RESIDENCY—THREE YEAR APPROVED 
program in 1,300 bed general hospital; affiliated with 
Baylor University College of Medicine, Texas Medical 
Center; complete training in diagnosis, therapy includ- 
ing supervoltage, and radioisotopes; must be 
citizens or graduates of U. §S. or Canadian medical 
schools. Manager, Veterans Administration Hospital, 
Houston, Texas. D 


GENERAL PRACTICE RESIDENCY—ONE OPENING 
available to fill nine man staff; two year AMA approved ; 
stipend $5,200 plus maintenance: only physicians eli- 
gible for California license can be considered. Contact: 
J. Austin Daly, MD, Medical Director, General Hos- 
pital, Ventura, California. 0 


ONE YEAR APPROVED MEDICAL RESIDENCY 
available for American graduates 200 bed hospital asso- 
ciated with 31 man Specialty group; good opportunity 
for outpatient service; salary $300 monthly plus housing. 
Write: Dr. L. E. Wold, Fargo Clinic, Fargo, North 
Dakota. D 


RESIDENT IN PATHOLOGY FOR TEACHING HOS- 
pital; immediate vacancy for applicant with at least 
one year junior training in pathology; good salary. 
Apply giving curriculum vitae and names of three ref- 
erences to: Dr. Douglas Waugh, Pathologist, Hotel 
Dieu Hospital, Kingston, Ontario, Canada. Dd 


RESIDENT PHYSICIAN—118 BED GENERAL HOS- 
pital; $300 per month plus maintenance; must be grad- 
uate AMA approved school; general services; no Ex- 
change Visitors; openings, October and February. Apply: 
Administrator, The Valley Hospital, Ridgewood, New 
Jersey. Dd 


(Continued on page 251) 
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REMOVE EARWAX QUICKLY, COMPLETELY, PAINLESSLY 


WITHOUT INSTRUMENTATION C erumenex 


Contains Cerapon* 10.0% in Propylene Glycol with Chlorbutanol 0.5% D RO PS 
*Brand of triethanolamine polypeptide oleate-condensate U.S. & Foreign Patents Pending 


The high incidence and seriousness of aural vertigo among swimmers with cerumenothrombi, especially if only 
one ear is affected, have been noted repeatedly. When routine examination reveals excessive earwax, prescribe 
‘Cerumenex’ Drops for non-traumatic, time-saving removal of cerumen. Your prescription may help prevent 
an unnecessary swimming tragedy. 


DIRECTIONS FOR USE: Fill external canal with ‘Cerumenex’ Drops, with the head tilted to side at 45° angle. Insert cotton plug and allow to 
remain 15 to 20 minutes. Then gently wash ear with soft rubber syringe, using lukewarm water (avoid excessive pressure). If second 


application is necessary, repeat procedure or instill overnight. 
SUPPLIED: 15 cc. or 8 cc. bottles, packaged with cellophane wrapped blunt end dropper. 
CITED REFERENCE: 1. Seltzer, A. PR: A.M.A. Arch. Otolaryng. 65:466 (May) 1957. 


The Sturdue Frederick DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 


©Copyright 1959, The Purdue Frederick Company 


245 
| 
4 


THE CLINICAL STUDY': Treatment of obesity. 


THE PATIENTS: 100 women, ages 17 to 60, including 25 who 
were pregnant. 


THE DOSAGE: 10 mg. or 15 mg. orally, once daily, in the 
morning. 


THE RESULTS: Average weight loss of 14 to 2 pounds weekly 
for 90% of the patients. Treatment periods 
ranged from 30 days to one year. 


Pa 


THE RECORD: Adverse effects (nervousness, insomnia, 
palpitation) occurred in fewer than 5% of 
patients--were easily eliminated by adjusting 
dosage. Blood pressure was not raised 
perceptibly in a single instanee. On the 
contrary, in several cases where blood 
pressure was a prime factor in hypertension, 
both systolic and diastolic pressures came 
down commensurate with weight losses. 


Douglas, H. S., Washington, D. C.: communication to 
Medical Department, Abbott Laboratories, April 1, 1959 


PPATENT APPLIED FOR 
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(Methamphetamine Hydrochloride in Long-Release Dose Form 
| all-day appetite control from a single dose...5, 10 or 15 mg. oe 
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protects against 
hypersecretion - hypermotility 
hyperirritability - hyperemotivity 


anticholinergic / antispasmodic / tranquilizer 


A remarkably long-acting anticholinergic. Only one 10 mg. dose of 
new long-acting oxyphencyclimine controls hypersecretion and 
spasm® for 12 hours or more. In the most recent study at Cook 
County Hospital, investigators were impressed with its antisecre- 
tory effect, leading to prolonged periods of achlorhydria.* 51 out 
of 57 patients with various G.I. disorders were relieved of symp- 
toms on only 2 daily doses. 

Plus ATARAX — the antisecretory tranquilizer. Not only does ATARAX 
modify tension—its added antisecretory action**-° augments the 
efficacy of oxyphencyclimine. The combination, ENARAX, freed 100 
out of 103 patients of G.I. symptoms.? Improvement was especially 
notable in cases of peptic ulcer, where the emotional factor figures 
so prominently. 

“Side reactions were uncommon....”* Selective postganglionic ac- 
tion on the G.I. tract minimizes side effects. Mouth dryness—the 
most common reaction—seldom reaches troublesome proportions. 
Each ENARAX tablet contains: Oxyphencyclimine HCl, 10 mg.; 
Hydroxyzine HCl (ATARAX®), 25 mg. 

Dosage: One-half to one tablet twice daily—preferably in the morn- 
ing and before retiring. The maintenance dose should be adjusted 
according to therapeutic response. Use with caution in patients 
with prostatic hypertrophy or glaucoma. 

Supplied: In bottles of 60 black-and-white scored tablets. 
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SUMMARY OF CASES 

Clinical Diagnosis 
Peptic ulcer 
Gastritis 
Gastroenteritis 
Colitis 
Duodenitis 
Functional bowel syndrome 
Hiatus hernia (symptomatic) 
Pyloruspasm or cardiospasm 
Irritable bowel 
Biliary tract dysfunctions 
Miscellaneous 


Total number of patients 


* Oxyphencyclimine alone —clinically effective in 87% after a year's 
testing. 

+ ENARAX (oxyphencyclimine plus ATARAX) —all successful cases in 
“excellent” category. 


— 


one 
tablet 

at breakfast 
one 

tablet 

at bedtime 
A SENTRY FOR for 

THE G.I. TRACT full-time 
relief 


(oxyphencyclimine plus ATARAX ©) 


ACID REDUCTION AFTER OXYPHENCYCLIMINE THERAPY 


Tests conducted in 9 representative ulcer patients after overnight fasts 
showed considerable reduction in both volume and acidity. 
Gastric aspiration Gastric aspiration after 


Zz after overnight fast a overnight fast and 11 hours after 
without medication. 20 mg. oxyphencyclimine. 


Volume in mi. 


New York 17, N.Y. Overnight test 
Division, Chas. Pfizer & Co., Inc. 


Science for the World’s Well-Being Ref 1. A.: Am. J. Gastroenterol., in press. 2. Leming, 
B. H., Jr.: Clin, “Med. 6:423 (March) 1959. 3. McHardy, G., et al.: Paper pre- 
sented at Postgraduate Course in Gastroenterology, University of California 
School of Medicine, San Francisco, Calif., January 27, 1958. 4. Strub, I. H., 
and Carballo, A.: To be published. 5. Data in Roerig Medical Department files. 
6. Steigmann, F.: To be published. 7. Schuller, E.: Gaz. des HOpitaux 10:301 
(Apr. 10) 1957. 8. Farah, L.: Internat. Rec. Med. 169:379 (June) 1956. 
9. Harrisson, J. W. E., et al.: Paper presented at the 4th Pan-American Con- 
gress of Ph y and '. D. C., N 3-9, 1957. 
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Medical Societies 
regularly schedule their functions 


The 


CHICAGO 


So much to like... at The Drake. Quiet dignity... 
superbly convenient location . .. warm, hospitable 
service ... in a setting of comfort now enhanced 
by a multi-million dollar program of improve- 
ments, including complete air conditioning. Yet 
it costs no more to enjoy the exclusive advantages 
of The Drake! 

Ideal for your convention, Four large air condi- 
tioned banquet and meeting rooms, with facilities 
for 750... plus 16 committee rooms, accommo- 
dating 25 to 300 persons. 


Now $8,000,000 NEW 
for your comfort 


100% 
Air Conditioned 


Pee 
OWNE 
MANAGEMENT 
G. E. R. FLYNN 
Vice-President—Sales 


H. B. RICHARDSON 
Convention Manager ,° 
ad . e bd 
®eeese® 
Telephone SUperior 7-2200 
Teletype No. CG 1586 


INQUIRIES EARNESTLY SOLICITED 


J.A.M.A., July 25, 1959 


NOTICE 


When you change your address in 
your official medical records at the 
A. M. A., the same address change 
will be reported to the advertising 
list users who send you direct mail 


advertising material. 


If you would like to change the ad- 
dress at which you are receiving 
advertising promotion material, 
please notify the A. M. A. immedi- 
ately. 


| i. 
~~ PS Tf 
“I was so glad to see him show that much improvement 
I forgot to slap his face!” 


“Your fears are needless. As her doctor, I can assure you 
that your fiancee is a natural blonde.” 
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Vol. 170, No. 13 
(Continued from page 244) 


WANTED—SURGICAL RESIDENT; GOOD VOLUME 
general and traumatic surgery; 180 bed hospital; eastern 
state; please supply all personal, schooling and ‘training 
details, date of earliest letter; salary 

$500 per month. Box 9519 D, 


PATHOLOGY RESIDENCY—ALBANY MEDICAL COL- 
lege attached 700 bed university hospital, Albany, New 
York; 4 year approved program; $2,400 first year; 
annual increments. A. Stein, MD, Department of 

Pathology. D 


ONE YEAR RESIDENT IN A VERY ACTIVE INDUS- 
trial and orthopaedic department with a great deal of 
experience to be gained under supervision of Board 
orthopaedist ; $700 per month. Box 9518 D, % AMA. 


RESIDENT IN PATHOLOGY—1ST TO 4TH YEAR; 400 
bed hospital; 3 pathologists; medical school affiliation: 
Salary range $250 to $400. Apply to: Pathologist, West 

Suburban Hospital, Oak Park, Illinois, D 


APPROVED PEDIATRIC RESIDENCIES—VACANCY 
for first and second year residents 1959-1960. Childrens 
Hospital+, Birmingham 5, Alabama, Wallace A. Clyde, 
MD, Chief-of-Staff. D 


PEDIATRIC RESIDENCY AVAILABLE IMMEDIATE- 
ly. University of Nebraska, College of Medicine, 42nd & 
Dewey Ave., Omaha, Nebraska. 


ROTATING INTERNES. REPLY: GOUVERNEUR HOS- 
pital, Medical Superintendent, 621 Water Street, New 
York 2, New York, ORegon 3-0200. D 


arrpeves THREE YEAR RESIDENCIES IN PSY- 
chiatry—New BM&S hospital; well organized teaching 
ore ram; affiliated with Washington niversity School 
of edicine; all types of psychiatric experience repre- 
sented; including supervised dynamically oriented 
Psychotherapy, psychosomatic medicine, child guidance, 
appr proved training in psychoanalysis available 
jocall full time director of training is a Member of 
the American Psychoanalytic Association ; attractive 
career ob available; citizenship required. 
Write to: Dr. Bernard A. Cruvant, Veterans Adminis- 
915 North Grand Avenue, St. 


FORENSIC PATHOLOGY—OPENING FOR ONE RESI- 
dent at $350 per month plus car allowance; Texas li- 
cense or Eligibility and 2 year approved pathology 
training required; medical examiner; Certified in PA 
and CP offers intensive training and experience in ‘‘on 
the scene’’ investigation, medico-legal autopsies; 300 
plus per year, gross and microscopic; complete tox- 
icology work-up, courtroom observation ,and working 
with Police, Sheriff, and Criminal District Attorney’s 
office ; Board approval anticipated. Apply: Robert Haus- 
man, MD, Bexar County Medical Examiner, San An- 
tonio 5, Texas. D 


PSYCHIATRY RESIDENCY — THREE YEAR AP- 
proved program in 1,250 bed Veterans Administration 
general hospital; southwest; closely affiliated with 
medical school; 400 bed psychiatric service with pre- 
dominantly acute patients; services include female psy- 
chiatric ward, neurology, consultations on medical and 
surgical patients; follow up clinic; mental hygiene clinic 
scheduled to open July, 1959; extensive research facili- 
ties available; salary range $3,250 to $4,165; also 
available under career program; $6,505 to $9,890. Box 
9389 D, % AMA. 


PATHOLOGY RESIDENCIES AVAILABLE — ONE 
first year and one second year position open to gradu- 
ates of approved medical schools; full 4 year approval 
in both CA and CP; 300 bed modern hospital*+ with 
active graduate training program; 2 full time Board 

thologists; 2 Board consultants; biochemists; micro- 
iologist; topnotch progressive laboratory; 5,042 surgi- 
cals and’ 165 autopsies in 1958; stipend $375 first year; 
$400 second year. Contact: Director of Laboratories, 
McLaren General Hospital, Flint, Michigan. D 


RADIOLOGY RESIDENCY AVAILABLE 705 BED 
general hospital*+; midwest; complete resident train- 
ing for American Board of Radiology; large new de- 
partment including therapy and _ isotope divisions; 
complete teaching facilities; staffed with three Boa 
Certified radiologists and six residents; 39,145 exami- 
nations, and 2,142 therapy patients treated last year; 
good private housing facilities available; stipends from 
$325 to $400 per month. Apply: Box 8258 D, % AMA. 


RESIDENCY IN PSYCHIATRY—THIRD YEAR RESI- 
dency available in newly opened psychiatric unit in 
private general hospital, in-patient, out-patient and 
child psychiatry facilities available; excellent oppor- 

tunity to become acquainted with physicians in San 

Francisco; salary $450 per month. Write: Mr. E. C. 

DeLear, Assistant Administrator, Saint Francis Me- 

morial Hospital, 900 Hyde Street, San Francisco 9, 

California. D 


RADIOLOGY RESIDENCY—THREE YEAR APPROVED 
program in 1,300 bed general hospital+, affiliated with 
Baylor University College of Medicine, Texas Medical 
Center, complete training in diagnosis, therapy =) ~ 
ing supervoltage, and radioisotopes; must be 
citizens or graduates of U. 8. or Canadian Mudiesi 
Schools. Manager, Veterans Administration Hospital, 
Houston, Texas. D 


FLORIDA—SECOND YEAR RESIDENT IN GENERAL 
practice X months surgery and six months obstetries- 
gynecology; three hundred bed private hospital; active 
emergency room and outpatient department; organized 
teaching program; foreign graduates will be considered. 
For application, write: Director of Medical Education, 
Baptist Memorial Hospital, 800 Miami Road, Jackson- 
ville 7, Florida. D 


WANTED—FOR JULY 1ST FOR SOUTHERN HOSPI- 
tal*+ two junior assistant residents for fully accredited 
four year surgical program with rotation through surgi- 
cal specialties; applicants from approved medical schools 
desired; beginning stipend $2,400, increasing to $3,600 
for = year; full maintenance, Apply: Box 9480 D, 
Yo AMA, 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clin- 
ical experience; opportunities for clinical, teaching and 
research appointments in hospital* + and medical col- 
lege after completion of training; approved,  eenrsingpe re- 
quired. Write: C. M. Landmesser, MD, 


THE SPOT COVERAGE 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 
Desenex attacks fungous infections caused by dermatophytes which 
affect the horny, keratinized layers of the skin. 

Athlete’s foot is a fungous infection of the skin involving the superficial 
layers that are not reached by the blood supply. A fungicidal agent, 
applied directly to these superficial fungous infections, brings the 
antifungal agent into intimate contact with the invading organism for 
a most effective method of treatment. 

Desenex, a combination of zinc undecylenate and undecylenic acid — 
an unsaturated fatty acid with an 11-carbon chain — has resulted in 
a high percentage of “clinical” cures . . . proved to be among the 
least irritating, and best tolerated of all potent fungicidal agents. 


ointment & solution & powder SE FX Mattia 


Maltbie Laboratories Division / Wallace & Tiernan Incorporated, Belleville 9, N. J. 
PD-96 


RESIDENCIES—INTERNAL MEDICINE; 1,300 BED POSITION AVAILABLE FOR GENERAL PRACTICE 


hospital+; 3 year; Baylor University College of Medi- rotating residency immediately in 244 acute bed county 
cine affiliation; includes all subspecialties under super- general hospital; accredited by JCAH; $600 per month 
vision of Board Certified specialists; $3,250 to $4,945; plus attractive five room furnished home; must be citi 
must be graduate of U. S. or Canadian medical school; zen of USA, Apply: Medical Director, Merced County 
appointments available for 1960. H. D. Bennett, MD; General Hospital, Merced, California. D 


Veterans Administration Hospital, Houston, Texas. D 
18ST, 83RD, 4TH YEAR RESIDENCIES IN PATHOLOGY 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY available; 419 beds; large teaching program, necropsy 
of Minnesota Hospitals, Minneapolis Veterans Adminis- rate 75%; not an easy residency, but good training for 
tration Hospitals and associated hospitals; an opening one who wants to work. Address: Paul Weld, MD, Di 
every 4 weeks. Address: Frederick H. Van Bergen, MD, rector of Medical he Rochester General Hos 
Director of Anesthesiology, University of Minnesota pitale+, Rochester 21, New York dD 
Hospital, Minneapolis, Minnesota. D 


THREE YEAR APPROVED RESIDENCY IN OBSTET- 
RESIDENCY—INTERNAL MEDICINE; EXCELLENT rics and gynecology: vacancy for first year resident 


j 437 bed general hospital++. 
one year fully approved residency available immediately; 
new hospital facility; intern training program; stipend, Apply: Director of Wedicat Education, The vetens 


uniform, full maintenance, Application contact: Ad- Hospital, Toledo 6, Ohi 
ministrator, Staten Island Hospital*+, 101 Castleton 


Avenue, Staten Island 1, New York. D PATHOLOGY RESIDENCY—TWO YEAR PROGRAM IN 
4 pathological anatomy; room, board, laundry and $300 
IMMEDIATELY AVAILABLE — PATHOLOGY RESI- per month; graduate of AMA approved school pre 


ferred. Saint Joseph’s Hospital*+, Lancaster, io” 


dency; approved for 2 years; California license re- sylvania. 


quired; salary Ist year $350 monthly & maintenance; 
2nd year $400 monthly & maintenance. Apply: J. D. | ANESTHESIOLOGY RESIDENCIES—APPROVED TWO 
Kirshbaum, MD, Pathologist, San Bernardino meee | ear active teaching program; in large southern New 
Hospital, San Bernardino, California. England hospital ; quit maintenance and sti end one 

rf approved internship required. Box 9431 0, % 
RESIDENCY AVAILABLE—OBSTETRICS AND GYNE- AMA. 


» 
esthesiology, Albany Medical Center, New 
y 


cology; three years Board approved; midwestern medi- 
cal school. Box 9441 D, % AMA. (Continued on page 254) 
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wherever the & winds blow 


POLARAMINE’ 
REPETABS’ 


J.A.M.A., July 25, 1959 


FOR YOUR PATIENT. 


SCHERING CORPORATION * BLOOMFIELD, N. J. 


For day-to-day 
relief & maintenance 
in allergic reactions 


“Well, Johnson, 


BECK-LEE CORP. 
Dept. A-759 

630 W, Jackson Bivd., Chicago 6, U.S.A. 

Please arrange a demonstration in my 

office without obligation on 

Date Time 


Neme 
Address 


City State 


AMERICAN MEDICAL 
EDUCATION FOUNDATION 
535 No. Dearborn St., Chicago 10, Ill. 


Recommend Thum—At All Drug Stores 


including: 


Albumin 
Amino Acids 
Amylase 
Bilirubin 
Blood Volume 
Bromide 
Bromsulphalein 
Calcium 
Carbon Dioxide 
Chloride 
Cholesterol Clinical 
— Photoelectric 
Cyanmethemoglobin Colorimeter 
Ethy! Alcohol 
Fibrinogen Write for descriptive Bul- 
Galactose letin £406, also for Free 
Gomma Globulin copy of 12-page Introduc- 
Glucose tion to Clinical Photo- 
Hemoglobin electric Colorimetry. 


Hydrogen lon 
lcteric Index 180-page Reference Book 
Iron available separately, 


Lactic Acid Price $8.00. 
lead 


Lipids 
Magnesium 


Phenols 


> 
Phosphatase 
Phosphorus 
Potassium 
Protein 


Thymol Turb. 
Transaminase 
Urea Nitrogen 
Uric Acid 
Urobilinogen 
Vitamin A 
Vitamin C Sodium 
Zine Sulphate Sulfa Comp. 
17-Ketosteroids Thiocyanate 


COR RATION 
95 Modison Avenue © New York 16.N Y 
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OnE DOSE CONVENIENCE / 
which ailment shall we work on today?” 
Be 
Determi. eA. \@ 
TIE ASTRING 
AROUND YOUR 
_ FINGER... 
sensitive instrument . . . realistically 
! AIL 


Butazolidin 


tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...’ 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”2. Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”? Spondylitis: All patients 
“,..experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“,..8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (phenyl- 
butazone Geicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone ceicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; methylbro- 
mide, 1.25 1e 
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(Continued from page 251) 


RESIDENT WA 


Duval itedical Center, dec 


APPROVED PATHOLOGY RESIDENCY—SAINT J0- 
seph Hospi tal in aMiliation rag San Fernando Vet- 


path slow. rese sala a! 

aint Hospital+, Burbank, California. 
ONE FIRST OR SECOND YEAR 
approved residency available 
Plus apartment allowance 


for married residents, A : Fairview Park Homie). 


IN SURGERY—AVAILABLE AU- 
had three years of ap- 

eevee residency training, be able to obtain a Penn- 
syivania license and salary $500 
per month. Box 9472 D, % A 


FOUR YEAR FULLY 
une: available July 
Jewish of 


; applicant must have 


APPROVED ROTATING 


i , South Baltimore General Hospital* +, 
et, Baltimore 30, Maryland. D 


LOCUM TENENS WORK WANTED 


GENERAL PRACTICE—SEPTEMBER, 
1960 it raduate course; prefer to 
Bierbowe: 


rent; ten minutes to hospital. 


LOCUM TENENS OR 


; for two weeks; southeast 


SITUATIONS WANTED 


ANESTHESIOLOGIST FOREIGN GRADUATE; TWO 


sity training in diagnosis, therapy and isotopes, 


years of radiology; 
AMA 


; CERTIFIED PA OR CP; 
licensed Connecticut and Cali- 


location In coastal area; 
nongovernmental posi- 
AMA. 


prefer general 


OBSTETRICS-GYNECOLOGY 

years general practice; completing residency in August; 

desire association with individual or group in m southern 
A 


California or Florida coastal area, 


pleted Part I of Boards; 
or group or teaching 


AVAILABLE SEPTEMBER 1; 


5 Cresta Drive, Los Angeles 35, Call: 


WELL TRAINED SEORAC SURGEON AVAILABLE 
thoracic 
Michigan Avenue. Chicago. 

-AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for 


ractice, assistants or associates, 
. Please write for recommendations. Shay 
E. Washington cago. 


BOARD ELIGIBLE; 
»; interested in teaching; can do 


muneration secondary 
OBSTETRICIAN-GYNECOLOGIST 35; 
ible 


wants opening in coastal Cali- 
fornia association, partnership or group. Box 9418 I, 
% AMA. 


i assistant clinical professor and large | 
considering change in 
personal reasons. Box 9343 I, % AMA. 


YOUNG EXPERIENCED 
from July thru September 1959; for vacation co 
one or locum tenens; general 


PHYSICIAN AVAILABLE | 


PROFESSIONAL AND TECHNICAL AIDES 


GENERAL MEDICAL 
‘a employment with the Federal 
uirements, under 38 years of age, 
 epowiee ge of x-ray and laboratory procedures; 
military obligation completed; willing to serve overseas; 
,400 per annum; additional allow- 
ance when assigned overseas; request initial reply in- 
and military background; 
personal interview | will nee arranged for those who are 
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APPARATUS WANTED 


WANTED--TO BUY; USED_RITTER SPECIALIST'S 


Table. Contact: Dr. Martha Madsen, Director, Midland 
Diagnostic Cancer Clinic, Midland, Texas. M 


PRACTICES FOR SALE 


CALIFORNIA—AM LEAVING GENERAL PRACTICE 


to start residency August 1; only one other MD in 
this town; golden opportunity for industrious physician ; 
will sell equipment for recently inventoried value of 
$5,000 and lease office and laboratory buildings for 
150 monthly; or will sell buildings and equipment for 
21,000; terms may be arranged; annual gross $40,000; 
there is good hospital two miles from office. Contact: 
Donald L. Cox, MD, P. O. Box 65, Beaumont, Cali- 
fornia. 4 


FLORIDA—THE EARLY DEATH OF A PROMINENT 
Orlando ophthalmologist has made this practice avail- 
able; office and equipment are available; near hospital 
and on main street of rapidly growing city; Florida 
state Board required; placement as soon as possible is 
desired. Contact: Mrs. Byrne E. Taylor, 2100 North 
Orange Avenue, Orlando, Florida, Garden 2-3578. , 


FOR SALE—-HOME-OFFICE COMBINATION; FOUR- 
teen room house; 3 rooms, 4% bath; large hall for offices; 
good parking area; two car garage; near modern open 
staff hospital, no RENT, FACS in city; am 
retiring. Box 9539 P. % AMA 


ILLINOIS, CHICAGO — LONG ESTABLISHED GEN- 
eral and industrial practice; well equipped; will intro- 
duce; exceptional opportunity and immediate income; 
Illinois license required. Box 9444 P, % AMA. 


INDIANA — PEDIATRIC PRACTICE ESTABLISHED 
15 years; population 125,000; yprcenes new office; rea- 
sonable rent; will introduce; grossing $55,000; terms 
arranged; available August. Box 9382 P, % AMA. 


MINNESOTA—LAKE MINNETONKA AREA; SUBUR- 
ban Minneapolis; general practice established 6 years; 
$40,000 gross; excellent water sports and ideal suburban 
living; will introduce and arrange terms. Box 9528 P 
%o 


PRACTICE FOR SALE—DERMATOLOGIC PRACTICE, 
well established; Chicago area; good for 
somebody finishing residency. Box AM: 


WASHINGTON—GENERAL PRACTITIONER 
over established practice rural area; 45 mil 
Seattle; mountains with skiing; streams and. aan 
setting; proper ancillary services available; equipment 
for sale; immediate income; will introduce. Lauren H. 
Lucke, MD, Sultan, Washington. P 


APPARATUS ETC. FOR SALE 


FOR SALE — LIEBEL FLORSHEIM DIATHERMY; 
5 year old Hanovia Ultra Violet Lamp; both in good 
condition. Dr. C. D, Bryant, 95 N. Lansdown Street, 
Lansdown, Pennsylvania. 


FOR SALE—GENERAL ELECTRIC 200 MILLIAMP 
Maximar Therapy Machine with treatment table; an 
rma? ee but in excellent condition. Box 9532 Q, 
yo 


LARGEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes, models 
of diagnostic and therapy units; delivered, installed, 
guaranteed and serviced. Write for details of deferred 
Payment plan and new accessory price list to: The 
Kramer X-Ray eal Inc., 217 E. 23rd Street, New 
York 10, New York Q 


USED PHYSICIANS HOSPITAL AND LABORATORY 
Weil 400 bought oa sold; = ~ stock on hand. Harry 
a we East 59th Street, New York City 22, me | 


FOR RENT 


ren SALE OR LEASE—MODERN OFFICE BUILD- 
ing; fully equipped, air conditioned; two complete 
tes; minor surgery, delivery room, recovery room, 
treatment rooms, x-ray; drawing area thirty thousand, 
new modern hospital; urgent need for general surgeon; 
obstetrician. gynecologist, internist, pediatrician. Box 


BUSY GENERAL PRACTITIONER IN WEST VIR- 
ginia county seat sixty miles from Washington, D. C., 
going abroad two years September 1, desires to rent 
reasonably, complete ly equipped office and separate fur- 
nished home. Donald McIntyre, MD, Charles Town, 
West Virginia. T 


FOR LEASE—NEW MODERN MEDICAL BUILDING; 
3 suites and 1 co-op; x-ray, and laboratory suite; 
Planned for 3 man partnership in same field of prac- 
tice; music, intercom, air-conditioning. Write: J. A. 
Marlo, 113 E. Valley Blvd., El Monte, California, “T 


RADIUM 


RADIUM—FOR ALL MEDICAL PURPOSES; BOUGHT, 
sold, radium applicators, owned directly by physician- 
radiologist. Quincy X-ray — Radium Laboratories, 
Quincy, Illinois. Z 


FOR SALE—STOCK OF RADIUM INCLUDING LOW 
intensity interstitial needles, rapsuiles, cells and Crowe 
applicator. Inquire: Box 9533 Z, % AMA, 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON- 
commercial; manuscripts over 5,000 words not accepted. 
American Medical Writers’ hmetatinn. WCU Building, 
Quincy, Illinois. 
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SECLUSION 
FAIRMOUNT 


Private sanitarium fer seclusion care of un- 
fortunate girls. Certified obstetrician in 
ag Legal adoptions arranged if de- 

Rates reasonable and in certain 
cases, work around the hospital may be 
given to Early 


Write or phone 
Schroer, Supt. WA — 
4011 E. 27th St.—K. C., Me. 


ALCOHOLISM 


An Important Problem 


Here is a series of six outstanding articles concerning one of our pres- 
ent day's most pressing problems—ALCOHOLISM. Written by top- 
notch authors in the field of health education, all of these articles 
have appeared in TODAY'S HEALTH, published by the A. M. A., and 
are available in one booklet for only 50¢. The titles include: 


The Conditioned Reflex Treatment. 
Alcohol and Cirrhosis of the Liver. 
Institutional Facilities for Treatment. 


How to Help a Problem Drinker. 
The Treatment of Alcoholism. 
Alcoholics Anonymous. 


Write today for this i ing and inf ive series. 
Address your request to the 


ORDER DEPARTMENT 


American Medical Association 
535 N. Dearborn St., Chicago 10 


BOARD 
OF 
DIRECTORS 


“All those opposed to my plan will signify by saying ‘I resign’!” 


NORTH SHORE 
HOSPITAL 


psychiatric and 


On the shores of Lake Michigan’ 
WINNETKA, ILLINGIS 


(x) 


Care ond 
treatment 
of emotional 
disorders 


ELECTROCARDIOGRAPHIC INTERPRETATION 
August 17th through August 29th 
by Lovis N. Kotz, M.D., F.A.C.P., Alfred Pick, M.D. 
and Associates 


Pee ontour and arrhythmias 
d advance: tudents, in the interpretation of 
unknown electrocardl ogram: 

Tuition $150.00 


For further address: Miss Beverley Secretary, Cardio- 
vascular Departmen’ 1 Reese Chica: Illinois. 


BELLEVUE PLACE 
for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


wherever the & winds blow 


POLARAMINE’ 
REPETABS’ 


For day-to-day 
relief & maintenance 
in allergic reactions 


SCHERING CORPORATION * BLOOMFIELD, N.J. 


MATERNITY 
| 
o: information contact 
1 i % 

is SYMBOL OF THE 
= MILLAR ONE-DOSE CONVENIENCE 

: 
pay 


Dimetane works in 
all symptoms of allergic 
rhinitis; and in urticaria, 
atopic and contact 
dermatitis. The summary 
conclusion of extensive 
clinical studies to date: 
Dimetane provides 
unexcelled antihistaminic 
potency with minimal 
side effects. 

Forms available: Oral: 
Extentabs® (12 mg.), od 
Tablets (4 mg.), 
Elixir (2 mg./5 cc.). 
Parenteral: Dimetane-Ten 
Injectable (10 mg./cc.) 
or Dimetane -100 
Injectable (100 mg./cc.). 5 
A. H. Robins Co., Inc., 

Richmond 20, Virginia 

Ethical Pharmaceuticals 

of Merit Since 1878. 


Allergic Tears? 


Works! 


rabrom dylamine maleate) 


Y 


forestall the 


epileptic 


Fear of seizures, parental attitudes and social rejec- 
tion all threaten the epileptic child. Brain damage 
or the abnormal discharge itself may provoke psy- 
chic disorders. 


Better control of seizures and better understanding 
by parents before a child starts school may prevent 
the development of an epileptic personality. 


Highly effective: In most types of seizures, espe- 
cially major motor seizures, MEBARAL is one of the 
safest anticonvulsants for children. This 


learning capacity. 


, person ality antiepileptic does not tend to lower 


Unsurpassed safety: Mebaral is not likely to cause 
hyperactivity in young children. Toxic reactions or 
ill effects from it are rare. 


MEBROIN,”’ combining Mebaral and diphenylhy- 
dantoin, is synergistic — and side effects are infrequent. 
Each relatively tasteless Mebroin tablet contains 90 
mg. Mebaral and 60 mg. diphenylhydantoin. Mebroin 
brings maximal control of seizures with minimal 
toxicity. 

Mebaral dosage: CHILDREN under 5 years, from “%4 
to % grain three or four times daily; over 5 years, 
from % to | grain three or four times daily. ADULTS, 
from 6 to 9 grains daily. 


Mebroin dosage: CHILDREN under 6 years, %2 tablet 
once or twice daily; over 6 years, 1 tablet two or three 
times daily. ADULTS, 1 or 2 tablets three times daily 
(average dosage). 


For epilepsy at any age 


MEBARAL 


Supplied: MEBARAL tasteless tablets of 200 mg. (2 
grains), 100 mg. (1% grains), 50 mg. (% grain), 32 mg. 
(% grain). Bottles of 100. 


MEBROIN virtually tasteless tablets. Bottles of 100. 


LABORATORIES NEW YORK 18, N. Y. 


Mebaral (brand of mephobarbital) and Mebroin, trademarks reg. U. S. Pat. Off. 
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Diocty! sodium sulfosuceinate, Mead Johnson 


gentleness describes its action COLACE for control and prevention of 


constipation when peristaltic stimulation is contraindicated 


Effective therapeutic action in the over-all management programs for constipation where hard stools must be prevented or corrected 
...Without laxative action as in obstetric, pediatric, geriatric and cardiac patients. Colace is available as: Colace Capsules (50 mg. and 


100 mg.), bottles of 30, 60 and 250. Colace Liquid (1% solution; 10 mg. per cc.), bottles of 30 cc., with plastic ‘Safti-Dropper’ cali- 
brated for 1 cc. Colace Syrup (20 mg. per teaspoon), bottles of 8 fl. oz. 


\viead Johnson 
Symbol of service in medicine 


— 
| 
| 
| 
ba 
‘ 
‘ 
‘ 
79659 


2 
— 
2 
; 
a 


